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Introduction to the Portfolio
This portfolio contains a selection of work completed during the Doctorate of 
Psychology (PsychD) clinical training course. It is divided into three sections; the 
Academic Dossier, Clinical Dossier, and Research Dossier.
The portfolio demonstrates the range of work carried out over the last three years 
and the development in thinking and skills over this time.
Please note that all identifying details have been changed or removed in this 
portfolio in order to maintain client confidentiality and anonymity.
Copyright Statement
No aspect of this portfolio may be reproduced in any form without the written 
permission of the author, with the exceptions of the librarians of the University of 
Surrey, who are empowered to reproduce the portfolio by photocopy or 
otherwise and lend copies to those institutions or persons who require them for 
academic purposes. © Rosanne Shocolinsky-Dwyer.
Academic Dossier
The Academic Dossier contains two essays, two problem-based learning 
accounts and two personal and professional discussion group process account 
summaries.
Adult Essay: Approaches to Psychological 
Distress- Year 1
Critically evaluate the concept of 'Mentalization' and its utility in the 
formulation and treatment of an adult psychological problem
2008
INTRODUCTION
I chose this essay primarily because I didn't know anything about it. As my first 
essay, I wanted to immerse myself in something completely new, and something 
that I would be able to use in my burgeoning clinical practice. Getting to grips with 
a set of ideas that is relatively new also appealed; Fonagy's work on Mentalization 
dates from 1991, and the key texts are all less than 5 years old. I chose Borderline 
Personality Disorder (BPD) as the psychological problem to focus on in this essay; 
it is the disorder that Mentalization is most often applied to; and because I know 
very little about the treatments available to people with a diagnosis of BPD. Also, 
-my knowledge of BPD consisted of hazy generalisations so I welcomed the 
opportunity to explore this in a more robust fashion. This essay question is in fact 
comprised of three smaller questions; what is the concept of mentalization? How 
can mentalization be utilized in formulating BPD? And how can mentalization be 
used in treatment?
PART 1 WHAT IS THE CONCEPT OF MENTALIZATION?
In this section of the essay, I will explore how mentalization is defined and 
conceptualised, briefly highlight its roots and evaluate its uniqueness in terms of 
similar concepts. I will also discuss if mentalization can be measured.
Definition of Mentalization
Bateman and Fonagy (2006) define mentalization as "the mental process by which 
an individual implicitly and explicitly interprets the actions of himself and others 
as meaningful on the basis of intentional mental states such as personal desires, 
needs, feelings, beliefs and reasons" (Bateman & Fonagy, 2006, pp.xxi). Three 
dimensions of mentalization are identified; implicit versus explicit modes of 
functioning, self and other, and cognitive as well as affective components of 
mentalizing. Holmes (2005) breaks down this definition into four further concepts; 
mentalization as a meta-cognitive phenomenon, interpreting thoughts and 
actions, and being "mind-minded" (Meins et al. quoted in Holmes, 2005); 
mentalization as concerned by the meanings which are attributed to the actions 
of ourselves and others; mentalization as a human attribute (as opposed to the 
inanimate world); and mentalization as a process or skill rather than a fixed 
ability. Though Bateman and Fonagy (2006) have described mentalization as a 
process, their work is more comprehensive than that, presenting a coherent 
picture of how, when and why mentalization develops, and a treatment 
programme based on these ideas.
Mentalization could be viewed as a psychoanalytic concept. Fonagy, the main 
author connected to mentalization, is Chief Executive of the Anna Freud Centre, 
London and "his work attempts to integrate empirical research with 
psychoanalytic theory" (Bateman & Fonagy, 2006, pp.xvii), dovetailing a 
psychoanalytic frame of reference with the current Zeitgeist for proving an 
evidence base for the effectiveness of practice. Holmes (2005) explicitly traces 
mentalization to the work of Bion, Luquet, Marty etc, all psychoanalysts. Another 
key root of mentalization is Attachment theory and the work of Bowl by (1969, 
1973, 1980). Bowlby's work is based on the assumption that early experiences 
play a key role in shaping adult relationships, specifically their 'style' of 
attachment. The role of attachment in Bateman and Fonagy's (2006) formulation 
of mentalization and Borderline Personality Disorder is explored in part two of this 
essay.
A Unique Concept? Comparison with Other Terms
There is debate about how unique the concept of mentalization is (e.g. Holmes 
2005; Allen 2007). Here, the concept of mentalization will be briefly evaluated in 
terms of its cross-over with similar concepts.
Mindfulness is defined by Brown and Ryan (2003) as "an enhanced attention to 
and awareness of current experience or present reality" characterized by 
"especially open or receptive awareness and attention" (pp. 822, quoted by Allen, 
2007, pp.15). In common with mentalization, it emphasizes being open to mental 
states and psychological processes of self and others. Choi-Kain and Gunderson 
(2008) identify that mindfulness and mentalizing both involve focusing one's 
attention in order to curb impulsive behaviours and encourage integration of 
cognitive and affective aspects. They also identify differences in these concepts, 
for example where mentalization emphasises the representation and meaning of 
experiences, mindfulness focuses on acceptance. Also, Allen (2007) points out 
that whereas mindfulness is about focusing on the present, one can mentalize 
about the past and future as well as the present.
Theory of mind is another concept that has similarities with mentalization. 
According to Premack and Woodruff (quoted by Baron-Cohen, 1999), an 
individual has a theory of mind when they "impute" mental states to oneself and 
others, that can be used to make predictions about the behaviours of others. So 
mental states such as beliefs and desires are understood to inform how people 
act, and that actions can be predicted on the basis of these states. This seems to 
be very similar to mentalization, particularly mentalizing about others. 
Interestingly, theory of mind is thought to begin at 3 yrs old (Baron-Cohen, 1999), 
whereas mentalization begins much earlier. Perhaps this indicates that theory of 
mind is one stage of mentalization.
Allen (2007) also compares mentalization to empathy (defined as "power of 
projecting one's personality into (and so fully comprehending) object of 
contemplation" The Concise Oxford English Dictionary, 1976 pp.338). Though 
Allen considers empathy to be but one part of mentalizing, he states that 
"sometimes when attempting quickly to convey the gist of mentalizing, I point out 
that if we extended the concept of empathy to include empathy for oneself, the 
terms would be nearly synonymous" (Allen, 2007, pp.13). Choi-Kain and 
Gunderson (2008) similarly describe how empathy is more 'other-orientated' than 
mentalization, and whilst both involve cognitive and affect elements, empathy is 
primarily focused on affect. As with the other all these terms (and others), there 
are certainly similarities. I see mentalization as a term that incorporates these, 
and weaves them all into a larger framework to explore the complexities of inter 
and intrapersonal understanding.
Whether mentalization can be operationalised and measured is an important 
question, considering the emphasis Bateman and Fonagy (2006) give to proving a 
scientific evidence base. They describe how reflective function is assessed and 
measured by coding ability to reflect on mental states in clinical interviews, 
observing levels of plausibility, consistency and complexity. Choi-Kain and 
Gunderson (2008) identify a number of flaws with this measure; these include no 
adequate reports of its reliability, inconsistency of assessing multidimensional 
factors with one-dimensional scores, and whether reflective function is actually a 
measure of mentalization. I find it interesting to consider the idea of measuring a 
process such as mentalizing; that the way one thinks can be objectively 
quantified. My research background is based in qualitative methodologies, and I 
believe understanding what mentalization means to an individual and those 
around them is as important as ascribing an arbitrary value.
PART 2 HOW CAN MENTALIZATION BE UTILIZED IN THE FORMULATION OF BPD?
In this section, the diagnosis 'BPD' will briefly be described and evaluated. How 
BPD is formulated by mentalization will be explored, in terms of how 
developmental deficits and experiences of trauma affect behaviours and ways of 
thinking. A number of criticisms are also discussed.
What is Borderline Personality Disorder?
Though there is some variation, BPD is thought to occur in 0.7% of the population 
(Torgersen et al. 2001), and 15% of mental health inpatients (Winston, 2000). 
Figure I below shows the diagnostic criteria for BPD (taken from DSM IV, American 
Psychiatric Association, 2000).
There is a large body of work that questions the validity of BPD; an indication of 
this is the work of Gunderson and Hoffman (2005) who identify that there are 
controversies surrounding the relationship between BPD and other disorders, 
reliability as a diagnosis, its gender distribution, etiology and prognosis. Though 
this essay doesn't discuss these, there are many flaws with this diagnosis.
The Utility of Mentalization in Formulating Borderline Personality Disorder
In its widest meaning, formulation can be defined as "a provisional explanation or 
hypothesis of how an individual comes to present with a certain disorder or 
circumstance at a particular point in time" (Weerasekera, quoted in Johnstone & 
Dallos, 2006, pp.4). In understanding BPD, this has traditionally meant looking to 
biological mechanisms such as heritable predispositions (e.g. Torgersen et al. in 
Gunderson & Hoffman, 2005) or psychosocial mechanisms such as neglect and 
trauma (e.g. Zanarini, quoted in Bateman & Fonagy, 2006). More recently, a 
systemic formulation has been considered (Allen, 2004). Mentalization provide an
alternative formulation; "Fonagy and collaborators have formulated borderline 
personality disorder as a syndrome organised around an unstable capacity for 
mentalization" (Choi-Kain & Gunderson, 2008, pp.1132). In this part of the essay, 
key concepts are identified, described and discussed.
Figure 1. Diagnostic Criteria for 301.83 Borderline Personality Disorder
A pervasive pattern of instability of interpersonal relationships, self-image, and
affects, and marked impulsivity beginning by early adulthood and present in a
variety of contexts, as indicated by five (or more) of the following:
1. Frantic efforts to avoid real; or imagined abandonment. Note: Do not include 
suicidal or self-mutilating behaviour covered in criterion 5.
2. A pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealization and devaluation.
3. Identity disturbance: markedly and persistently unstable self-image or sense 
of self.
4. Impulsivity in at least two areas which are potentially self-damaging (e.g., 
spending, sex, substance abuse, reckless driving, binge eating). Note: Do not 
include suicidal or self-mutilating behaviour covered in criterion 5.
5. Recurrent suicidal behaviour, gestures or threats, or self-mutilating 
behaviour.
6. Affective instability due to marked reactivity in mood (e.g. intense episodic 
dysphoria, irritability, or anxiety usually lasting a few hours and only rarely 
lasting more than a few days).
7. Chronic feelings of emptiness.
8. Inappropriate, intense anger or difficulty controlling anger (e.g. frequent 
displays of temper, constant anger, recurrent physical fights).
9. Transient, stress-related paranoid ideation or severe dissociative symptoms.
(Taken from DSM IV)
Mirroring
The biosocial view of emotional development proposes that mothers and infants 
communicate from the start of life. Mothers mimic their infant's emotions in 
order to modulate and regulate feelings through mirroring (Winnicott's concept in 
Holmes, 2006; when the caregiver looks at the infant, "what she looks like is 
related to what she sees there" pp.69).
Fonagy (2007) proposes that at about 3 months infants pay particular attention to 
'high-but-imperfect contingencies'; mirroring that accurately reflects what the 
infant feels, but that clearly originates in the infant, not the caregiver. This is 
achieved by 'markedness'; an exaggerated version of mirroring an emotion. 
Because the mirrored emotion doesn't carry its normal consequences, it isn't 
attributed to the parent but to  the infant, who was the one who caused the 
interaction.
If emotions are mirrored inaccurately or without markedness, feelings are 
confusing; the infant may internalize the caregiver's emotions. This creates what 
Bateman and Fonagy (2006) call the 'alien experience within the self; "ideas or 
feelings are experienced as part of the self which do not seem to belong to the 
self" (Bateman & Fonagy, 2006, pp.89). Internal states don't correspond with 
anything 'real', so labels for emotions don't have any meaning. For me, there 
seems something inherently judgemental about classifying emotions as unreal, 
and organises people with a diagnosis of BPD as different and 'other'. According 
to Bateman and Fonagy (2006), if a traumatic event occurs beyond infancy (e.g. 
abuse, neglect, an attack of some description) mentalization is disrupted, and the 
'alien self becomes prominent; the self may be felt as incoherent or persecutory 
(if the person who maltreated them is now represented within them). As a way of 
coping, others may be "manipulated and cajoled" (Bateman & Fonagy, 2006, 
pp.98) into becoming an external version of the 'alien self, where the attributes 
are owned by another (potentially including mental health professionals).
They use this to explain why women who are abused as children are more likely to 
be abused as adults; however this construes people who have experienced abuse 
as lifelong victims who carry their abusers within themselves. Personally, this feels 
somewhat unethical. Hate towards the 'alien self is used to explain the self-harm 
and suicidal behaviours that are so common in people with a diagnosis of BPD 
(e.g. Dulit et a i, 1994).
Psychic equivalence and the pretend mode
Fonagy (2007) suggests there are two modes of early mental states; 'psychic 
equivalence', where infants assume that what exists inside the mind also exists 
outside of the mind, and 'pretend', where the internal world is separate from the 
external one, and has no 'real world' implications. Normally, these are integrated 
to arrive at mentalization, where thoughts and feelings are experienced as 
representations; inner and outer realities are linked but separate. Parental 
playfulness is key in this; children's beliefs and wishes are valued and respected, 
whilst differentiated from physical reality. Where absent, the two 'primitive' 
modes remain; there is a lack in reflective capacity, an inability to recognise and 
represent mental states within the self and others. People with a diagnosis of BPD 
cope with thoughts and feelings through physical action (against their own bodies 
or in relation to others) and dissociated thinking (i.e. the pretend mode), where 
nothing has implications for anything else. Fonagy et al. (2004) formulate that 
weak mentalization skills mean that there is less ability to manage future 
traumatic social events. However, I wonder if people who experience 
developmental deficits are more likely to experience trauma; perhaps both are 
linked to wider damaging social environments, for example child poverty and poor 
housing (e.g. Griggs & Walker, 2008).
Attachment style
The role of attachment style in BPD is well established, as is evidence that it isn't 
the whole story. Bateman and Fonagy (2006) use attachment style to frame the 
idea that caregivers who successfully mentalize about their infant (in terms of 
representations of the infant and mind-minded speech) are significantly more 
likely to have securely attached infants. This speaks to a "transgenerational 
transmission of secure attachment" (Bateman & Fonagy, 2006, pp.77), and is a 
way of explaining how culturally specific ways of interacting might affect 
caregiving.
For instance, in my family of origin, males and females are seen very differently, 
and I wonder how my grandmother's ways of understanding my mother was 
different to how she mentalized my uncle, and how this affected their caregiving. I 
wonder how powerful familial messages are reflected in parental understandings 
of their own and their infant's mental states.
Other developmental deficits include a failure to understand self as 
representational agent (i.e. intentional states such as desires and beliefs are 
representational in nature); poorly developed cortical structures that are needed 
to regulate affect arousal (e.g. Schore, 2001), which are also affected by 
experiences of trauma (e.g. Zanarini, 2000); and the undermining of the 
interpersonal interpretative capacity and related attachment processes.
Evaluation of a Mentalization-Based Formulation of BPD
The capacity for mentalization is primarily located within the caregiver-infant 
relationship. As such, the responsibility inevitably lies with the mother. There 
seems pressure on mothers to be perfect, and as a society we are quick to judge 
mothers that don't conform to standards (e.g. Doughty, 2008). Whilst parenting 
skills are clearly vital to developing mentalization, there are other environmental 
factors that surely play a large role such as child poverty (Griggs & Walker, 2008). I 
feel the same attention should be applied to formulating the role of poverty, 
discrimination and different cultures as to attempting to understand the 
mechanisms of attachment and mirroring.
I find it striking that 75% of people diagnosed with BPD are women (American 
Psychiatric Association 2000, pp.708), yet Fonagy and associated authors (e.g. 
Bateman & Fonagy, 2006; Fonagy et al. 2004; Allen & Fonagy, 2007) make no 
investigation of gender differences. This is striking, considering the gender 
disparity in diagnosis, and differences in how females and males are socialised, 
particularly around expressing emotions. Baron-Cohen's (2003) Empathising- 
Systemising Theory suggests that females are more empathetic than males; if so, 
why do more women receive a diagnosis of BPD? Amongst the work produced by 
Fonagy and colleagues, this discourse is notable by its absence.
Personally, I have found social constructionism (e.g. Burr, 1995) to be a congruent 
way of understanding the importance of social interactions when defining who I 
am and the role of language in constructing selves. However, I experience the 
language surrounding mentalization to reduce the self to an essentialist 
construction, in particular their description of an 'alien self as a literal thing 
residing within the 'real' self. Perhaps this emphasis on intrapsychic apparatus is a 
throwback to their psychoanalytic roots?
Mentalization works from a theory of how everyone develops, and looks at how 
this can be distorted, leading to a diagnosis of BPD. In this way, it presents people 
with a diagnosis of BPD as on a spectrum, rather than as 'others'. However, I feel 
Bateman and Fonagy (2006) stigmatize their clients. For example through 
language such as 'patients' rather than 'clients', and 'BPD clients' rather than 
'those with a diagnosis of BPD'; focusing on symptoms rather than functionality of 
behaviours; and the lack of research into client perspectives of MBT. Also, they 
assert that people with a diagnosis of BPD seek out abusive partners in order to 
project various feelings and behaviours onto them, going so far as to state that 
potentially abusers are manipulated into abusive behaviours. Whilst I respect the 
work of my colleagues, having known many psychiatric survivors in both personal 
and professional capacities, I am sensitive to depictions of clients with a diagnosis 
of BPD as manipulative, challenging, victims and victimizes.
PART 3 HOW CAN MENTALIZATION BE USED IN THE TREATMENT OF BPD?
According to the Draft NICE Guidelines, clients with a diagnosis of BPD should be 
offered psychological services that are well structured, are in at least two 
modalities (e.g. individual and group therapy) and have a coherent theory of 
practice (NICE, 2008). Mentalization Based Treatment (MBT) meets all these; it 
aims to "help the patient establish a more robust sense of self so that he can 
develop more secure relationships" (Bateman & Fonagy, 2006, pp.221). In this 
section the features and organisation of MBT will be explored, along with the key 
treatment aims. This will then be evaluated. The text that most clearly describes 
MBT is Bateman & Fonagy's 'Psychotherapy for Borderline Personality Disorder' 
(2006), and will be heavily drawn on.
Description of MBT
Features o f MBT
Bateman and Fonagy (2006) recommend four core strategies as part of MBT. First, 
enhancing mentalization. Therapists are intoned to maintain a "mentalizing state" 
(Bateman & Fonagy, 2006, pp.203) in order to explore the mental states of their 
client and themselves. Therapist and client work to develop a vocabulary that 
"adequately frames and expresses the complexity of relationships, motivation, 
and internal states" (pp.204). The second is bridging the gaps between 
experiences of affect and their symbolic representations. Therapists need to use 
mentalization skills to link past and present, feelings and internal states. The third 
is working with current mental states, staying in the here-and-now, and the fourth 
strategy is bearing in mind the client's deficits in order to ensure that expectations 
and goals aren't unrealistic. A key concept of MBT is that it is the process (of 
mentalizing relationships) rather than the content of therapy that is important.
Perhaps unsurprisingly, given the theoretical colours of the authors, transference 
and countertransference dynamics in the therapeutic relationship are discussed in 
detail. They define transference as "the emergence of latent meanings and 
beliefs, organised around and evoked by the intensity of the therapeutic 
relationship" (Bateman & Fonagy, 2006, pp.207), and a useful way to play out and 
reinterpret past experiences. In particular, the therapist becomes a proxy for the 
'alien self, exploring perspectives and patterns in relationships. Therapists need 
to balance being what their client needs them to be, whilst not 'becoming' that 
person. They acknowledge the challenges of this, and discuss strategies for 
managing it. Whilst I have always been suspicious of 
transference/countertransference, viewing these terms as a way to blame clients 
for negative reactions felt by the therapist (e.g. Masson, 1997), in this light I can 
see how I might use these ideas in my future clinical work to therapeutic 
advantage.
Organisation o f MBT
MBT described by Bateman and Fonagy (2006) is delivered by a multidisciplinary 
team, where all staff members work collectively to deliver the programme 
coherently. From my experience of working with Assertive Outreach teams, where 
team processes are also considered in depth (e.g. Onyett, 1997), I believe there is 
great value in focusing on these processes. A large emphasis is placed on 
recruiting the appropriate staff; valued traits include being a team player, 
resilience and ability to maintain boundaries whilst being flexible. The programme 
involves in-patient care, individual and small groups therapy, with optional 
expressive therapies (e.g. a writing group, drama therapy). Topics discussed in all 
contexts are linked. The importance of a thorough Assessment is stressed in order 
to gain a clinical picture, understand the client's motivation, and begin to develop 
a therapeutic alliance. Programme drop-out rates are between 25-20% (Bateman 
and Fonagy, 1999), and so strategies are included to maximise engagement. These 
include giving an outline of the programme, including the 'rules'; ensuring that 
practical issues such as problems with housing or benefits are addressed; agreeing 
short term goals; and addressing frustrations early.
I am impressed by the thoughtfulness and creativity of this approach; it is clear 
that much attention is paid to the client's experience and needs. However, I 
wonder how easy it would be to provide MBT in an NHS setting which has limited 
resources and seems organised by cost-benefit principles.
Bateman and Fonagy (2006) propose that the rollercoaster of emotions that 
people with a diagnosis of BPD can experience (anxiety, anger, clarity of mind, 
bewilderment) can be treated with medication, and this can facilitate 
effectiveness of the programme. Interestingly, in my previous research I have 
found some people find medication 'blocks' emotions, hindering the effectiveness 
of therapeutic interventions (Davies et al., 2008). I wonder if Bateman and Fonagy 
(2006) have an evidence base for this. Having worked with Assertive Outreach 
services, I can appreciate that having all services under one roof is convenient and
facilitates a cohesive package of services. However, within these services I have 
also seen how teams can become organised by a medication agenda. Further, the 
Draft NICE Guidelines for BPD state that drug treatments should not be used for 
people with a diagnosis of BPD (NICE, 2008).
Treatment Aims
Bateman and Fonagy (2006) describe four treatment goals/aims. The first is the 
identification and appropriate expression of affect. This is considered first because 
if there is no control of affect, it isn't possible to explore internal representations. 
MBT supports clients to understand their emotional responses within therapy by 
clarifying and naming feelings, place feelings in context, express feelings 
appropriately and constructively, and understanding responses of staff involved in 
interactions. The therapist will need to consider a range of explanations for the 
events that happened, understand distortions and link the past and present. The 
group sessions are used to reinforce work exploring the interpersonal context of 
strong emotions, and to confront and deal with these feelings.
The second treatment goal is the establishment of stable representational 
systems. In important relationships, these become unstable, which means they 
aren't able to recognise what the other person is feeling, or feeling about them. In 
order to increase stability, it is necessary to support the client to recognise that 
they need to re-conceptualise the way they understand their mental states. 
Particular strategies that are suggested include identifying the primary beliefs that 
link how the client sees the world, for instance 'anyone I like can't be trusted', and 
exploring how these are related to affect and identifying and exploring beliefs 
about other people's beliefs. This sounds similar to cognitive behavioural therapy 
ways of working, in terms of linking beliefs with emotions and behaviours.
The third goal is the formation of a coherent sense of self, and relates to the 'alien 
self. According to Bateman and Fonagy (2006) the therapist becomes part of the 
'alien self, whilst also standing alongside it. However, the purpose of this 
interaction is not made clear (outside of containing the client's emotions); for me 
this is the most complex and anxiety-provoking part of MBT, and raises issues of 
risk. I feel uncomfortable with the idea of taking on a client's 'alien self, yet 
comfortable with the idea that clients may see in me traits that remind them of 
others (as I will), that this will affect the way they relate to me, and I will need to 
form a therapeutic alliance nonetheless. Perhaps there is no difference between 
these, but the jargon used is intimidating.
The forth treatment goal is to develop a capacity to form secure relationships; the 
therapist should embody a secure base, by maintaining mental closeness with the 
client. Particular attention should be paid to supportive relationships and 
constructive and destructive elements of relationships. Group therapy sessions 
are also valuable in exploring relationships within and outside of the programme. 
In a recent Personal and Professional Development and Learning Group (PPDLG) 
meeting, we discussed if and how we were going to give each other feed back 
about our roles within the group. It struck me how unsafe this process felt to me; 
the possible impact of this on burgeoning relationships, how hurtful negative 
feedback might be, and the skill needed to deliver feedback to others gracefully. 
Unfortunately there seems to be no formal evidence suggesting what is it like to 
be a part of MBT group sessions, both in terms of the skill needed and the risks 
involved, though I did glimpse the interpersonal costs that might be involved in 
undertaking MBT.
Evaluation of Mentalization Based Treatment
Bateman and Fonagy (2006) discuss how MBT techniques can sit alongside other 
interventions and models of treatment, and be applied to an existing team's 
structure. When thinking about how this might apply to my own practice, I think it 
is useful to consider using MBT on two levels; "little-m-mentalization" and 
"capital-m-mentalization". The former might involve having an understanding of 
what mentalization means, and how I could take a 'mentalizing stance' with 
clients; the latter might involve formulating the developmental deficits of my 
clients and using MBT in a structured way, as described above. As a trainee in a 
CM HT, I feel "small-m-mentalization" is helpful to my practice, but that "capital- 
m-mentalization" would be untenable, in terms of lack of specialist supervision, 
resources, and incompatibility with the work of the service. Needless to say, 
supervision would be important in this.
Mentalization seems a very introspective approach, focusing on exploration and 
elucidation through dialogical interaction. This aspect becomes particularly 
apparent when contrasted to Dialectical Behaviour Therapy (DBT), which 
emphasises skills training, such as problem solving strategies, mindfulness, 
emotion regulation and distress tolerance (Linehan, 1993). Whilst both focus on 
developing more functional ways of functioning and interacting, DBT emphasises 
a more practical outlook in managing the client's immediate environment.
Perhaps unsurprisingly for a relatively new treatment, there has been little 
research evaluating MBT. One key paper is Bateman and Fonagy's (2008) article 
comparing MBT to 'treatment as usual', five years after initial treatment. Their 
research indicates that participants were less likely to attempt suicide, spent less 
time using mental health services, took less medication for shorter periods, and 
were less likely to meet BPD diagnostic criteria. This is impressive, but raises a 
number of issues. The measures chosen reflect a preoccupation with the costs of 
supporting people with a diagnosis of BPD ('bed days', time not working). There is
no exploration of client satisfaction. What were the 'ingredients' that made MBT 
effective? Was it the quality or quantity of MBT that made the difference? 
Receiving specialist BPD services is seen as better than general mental health 
services (Department of Health, 2002), but there is no research exploring how 
MBT compares to other specialist services.
CONCLUSIONS
One of the reasons I chose this essay was its relatively contained literature base; 
whilst this has had its advantages, it has also meant I have drawn heavily on the 
work of those championing this theory as there is little evaluation from others. 
This has been good in pushing me to evaluate it myself, rather than drawing on 
the ideas of others. At several times I have found it uncomfortable to label people 
as 'BPD', and to engage with material that doesn't question this. This brings to the 
fore how challenging it might be for me to work within a diagnosis-based 
framework. Similarly, I have found it frustrating that there seems to be no 
discussion of the role culture, gender, sexuality, class etc. and to me this seems a 
significant oversight. These thoughts bring to mind that my own preconceptions 
can have a big impact on how I understand theories and concepts.
Throughout the course of writing this essay I have found the concept of 
mentalization useful in considering how people think about themselves and 
others. I have struggled with using mentalization to formulate BPD; the language 
seems off-putting, and I suspect it overcomplicates. For instance, when reflecting 
on my work with a client experiencing anxiety and depression, it feels more 
congruent to understand his insecurities about his relationship with his partner in 
terms of parents who modelled poor relationships and did not express love and 
affection, rather than in terms of unmarked mirroring and the presence of an 
'alien self.
For me, mentalization is more helpful in terms of its utility in treatment; 
therapeutic techniques to explore relationships and perceptions of those 
relationships. I would take away from this essay the centrality and processes of 
relationships amongst people with a diagnosis of BPD (indeed all clients), 
understanding that people with a diagnosis of BPD may not have learnt how to 
mentalize as part of their development, and the ways in which clients might make 
sense of therapeutic relationships. I would also take away how critical hearing the 
client perspective is in order to properly evaluate theories and interventions.
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Moving beyond the distress/disability of the individual: How can clinical 
psychologists work with local communities to reduce the stigma and 
discrimination that lead to social exclusion?
January 2010
INTRODUCTION
When I was eighteen and working through my Sociology A-Level, I became 
increasingly frustrated with the sweeping tone of the subject. More and more, I 
felt that one could not hope to understand behaviours and attitudes by 
investigating at a societal level; looking and understanding meaning for individuals 
seemed a much better strategy. Therefore, when it came to my degree, I chose to 
study psychology. Therefore it feels somewhat ironic that I chose this essay title. 
My decision reflects my growing consideration of the importance of family, 
society and culture on an individual's thoughts, feelings and actions. I believe that 
mental health problems happen in a context that needs to be considered, more so 
than perhaps it currently is in clinical psychology.
Much of the literature on the involvement of clinical psychologists in this arena 
focuses on practical ways to reduce stigma (for instance Social Inclusion Group, 
2008; Hayward et al., 2007); community interventions to reduce stigma is new 
ground for clinical psychologists and little, if anything, has been written on how 
clinical psychologists might use theory to inform work of this nature. Therefore 
the approach of this essay is to explore what existing theory and research tells us, 
and consider what this might indicate for future work.
I will begin by briefly exploring why it is important to reduce the stigma and 
discrimination experienced by people with mental health problems. This will 
include some key definitions, a brief review of the research exploring the impact 
of stigma, and a description of current policies that emphasise the importance of 
working with communities to reduce stigma. In the main part of the essay, I will 
explore how psychological theory that informs individual therapeutic work can be 
used by clinical psychologists working with communities to reduce stigma. I will 
also draw on relevant theory and practice from other branches of psychology, and 
explore the different roles clinical psychologists can play in order to reduce 
stigma. Throughout this section I will review examples of current practice. At the 
conclusion of this essay I will consider what this might mean for the professional 
identity of clinical psychologists.
EXPLANATION OF TERMS
In recent years there has been much consideration of how to sensitively define 
stigma. Goff man's seminal definition was "an attribute that is deeply 
discrediting", reducing the recipient "from a whole and usual person to a tainted, 
discounted one" (Goffman, 1963, pp.3). Many use stigma to refer to mental illness 
(Sirey et al., 2001), a practice which has been criticised. For instance Caras, 
discussing her own experiences, feels the term separates it from other social 
injustices (Caras, 2000). Similarly, Sayce (1998) claims it médicalisés a social trend. 
The definitions I find helpful are those that recognize the concept's complexity; 
for instance Link and Phelan (2001) who define stigma as "the co-occurrence of its 
components-labelling, stereotyping, separation, status loss, and discrimination- 
and further indicate that for stigmatization to occur, power must be exercised." 
(Link & Phelan, 2001, pp.363). Recognizing that 'stigma' is the term often used in 
this literature, though acknowledging the limitations of this term, in this essay I 
will use the term 'stigma-discrimination'. When referencing the work of others, I 
will use their preferred term.
Understanding the extent of stigma is complex; reported trends are often 
contradictory and may not be continued overtime, making it hard to conclusively 
report changes (Thornicroft, 2006). A recent Department of Health report 
similarly reported a complex picture. For example, whilst eighty-two percent of 
respondents said they would be willing to continue a friendship with someone 
who developed a mental heath problem, the number of respondents who would 
be willing to live with someone with a mental health problem in the future was 
fifty-seven percent (Prior, 2009). What is clearer is that most people with mental 
health problems experience stigma-discrimination; one survey found that seventy 
percent experienced discrimination, including fourty-seven percent at work and 
fourty-four percent from a General Practitioner (Mental Health Foundation, 
2000).
The terms 'community' and 'social exclusion' also warrant brief explanation. 
'Community' is traditionally used to describe a group of people connected 
geographically, though its current usage also reflects a group of people with a 
shared interest or identity (Ramon, 2001). Social exclusion is "the exclusion of 
individuals and groups from the mainstream activities of that society" 
(Glennerster et al., 1999, pp.10). In a report by the Social Exclusion Unit, social 
exclusion was described as including low employment rates, social isolation, 
negatively impacting on families and being a high financial cost to the 
government. This report also identifies five causes of social exclusion; stigma and 
discrimination against people with mental health problems, professionals' low 
expectations of people with mental health problems, a lack of clear responsibility 
for promoting vocational and social activities, a lack of ongoing support with work, 
and barriers to engaging in the community (The Office of the Deputy Prime 
Minister, 2004).
I will now review why it is important to work with local communities to reduce 
stigma-discrimination, and why it is an important role for Clinical Psychologists.
IMPORTANCE OF WORKING WITH LOCAL COMMUNITIES TO REDUCE STIGMA-
DISCRIMINATION
The primary reason for working to reduce stigma-discrimination is the large and 
devastating impact it can have in a number of areas. This includes housing 
availability and reactions of neighbours; reactions of friends and family members; 
healthcare; perceptions about parenting ability; leisure activities; travel issues; 
legal and human rights; negative portrayals in the media (Thornicroft, 2006). 
Much has been written about the impact of stigma-discrimination on finding and 
keeping work (Office of the Deputy Prime Minister, 2004). As well as directly 
affecting people with mental health problems and their families, there is a cost to 
society; in 2006/7 the wider cost of mental health problems for the UK was £110 
billion (Cross-Government Strategy Mental Health Division, 2009).
Stigma-discrimination also has a strong and enduring effect on the wellbeing of 
people with mental health problems (Link et al., 1997), which makes it important 
for clinical psychologists to address. Though appreciating the influence of context 
is a well-established principle of clinical psychology and the role of relationships 
with others is acknowledged widely and incorporated into virtually all 
psychological theories (e.g. Klein, 1975; Wells, 1997; Dallos & Draper, 2000), 
clinical psychology has been criticised for ignoring the influence and importance 
of environmental factors (e.g. Smail, 2005). I have noticed that sometimes clients 
do feel they need to 'fix' themselves, ignoring challenging environments or how 
others behave, and I wonder if therapy that seeks to change how people think or 
feel endorses this perspective. As such, I feel it is important for clinical 
psychologists to redress this balance, and consider interventions on a community 
level, as an indirect intervention that reduces social exclusion and improves 
mental well-being.
There is also a compelling policy initiative for this area of work. The National 
Service Framework for Mental Health (1999) is a set of standards designed to 
improve mental health services, and Standard One specifically addresses reducing 
stigma-discrimination and social exclusion (Department of Health, 1999). New 
Horizons is new government programme aiming to improve mental well-being 
and the quality and accessibility of mental health services, including a 
commitment to tackle stigma and discrimination (Cross Government Strategy 
Mental Health Division, 2009). The Care Services Improvement Partnership (CSIP) 
has produced a document addressing how all practitioners can work in a socially 
inclusive way (CSIP, 2007).There are also policy drivers compelling clinical 
psychologists to become involved in this field. New Ways of Working mandates 
psychologists to  work in more diverse roles, including working with a range of 
colleagues to increase social inclusion (Onyett, 2007). Also, the British 
Psychological Society has a social inclusion working party, which produced a 
resource exploring ways clinical psychologists can work in socially inclusive ways 
(Social Inclusion Group, 2008).
USING COGNITIVE THEORIES TO DESIGN COMMUNITY INTERVENTIONS
What makes an effective anti-stigma campaign is not straightforward; there is not 
an agreed set of effective 'ingredients' to anti-stigma campaigns (NIMHE, 2004) 
and evaluations of interventions can give mixed messages (e.g. Crisp et al., 2005) 
or are not evaluated at all. Often, the theoretical basis for the design of campaigns 
or interventions is limited. Community psychology has no unifying theory (Orford, 
1992), let alone one that has evidence-based interventions linked to it. For clinical 
psychologists, using evidence-based practice that flows from theory is 
fundamental (BPS, 2008). In this section I will consider how psychological theories 
for working with individuals could be applied to working with communities to 
reduce stigma-discrimination, as a way of understanding why previous 
interventions have or have not worked and to consider what might make future 
interventions successful.
Attribution Theory
Attribution theory is one of the only theories that tends to be mentioned in the 
stigma-discrimination literature. It seeks to understand how people make causal 
inferences, either due to external /situational factors, or internal/dispositional 
factors (Kelley, 1973). For example, a manager might attribute the cause of an 
employee's mental health problem to factors within the individual, such as their 
personality, or to factors in their environment, such as going through a divorce. 
Each belief will lead them to react differently. Corrigan (2000) used the work of 
Weiner to produce a detailed model of processes underlying stigma- 
discrimination, shown in figure one. This illustrates how stereotypes, or cognitive 
mediators, lead to an emotional response that will influence the person's 
behavioural reaction. Weiner (1995) described two attributes as particularly 
important cognitive mediators. The first is 'controllability'. Weiner posits that if an 
event is seen as controllable, people are more likely to ascribe blame. This will 
influence the emotional reaction the person has; either pity or anger. This will 
then effect whether their behavioural reaction is helping or punishing. The second 
important attribute is the stability of causality; for instance, some causes of 
mental health problems are seen to be permanent while some will change. Things 
that are attributed as stable, for instance genetic inheritance of mental illness, are 
given more credence than those that are not, for instance a relationship breakup. 
Weiner suggests that this attribution affects the strength, not type, of emotional 
or behavioural responses. This seems helpful in understanding the processes 
behind discriminatory behaviour and by breaking it down, I feel that change is 
possible.
Figure One- the relationship between outcome events, affect and behavioural 
responses (Corrigan, 2000, pp.54).
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Cognitive Behavioural Theories
Corrigan (2000) and Weiner (1995) explore links between beliefs, emotional 
reactions and behaviours, and this overlaps with cognitive models of psychology 
(e.g. Beck, 1976; Wells, 1997). Similarly, Thornicroft (2006) breaks down stigma- 
discrimination down into problems of knowledge/ignorance, attitude/prejudice 
and behaviour/discrimination which is a cognitive approach to stigma- 
discrimination, mapping on to cognitive, affective and behavioural domains 
respectively (Thornicroft, 2006).
Corrigan (2000) asserted that the links between signal, stereotype and behaviour 
is directional, suggesting cause-and-effect, and classic Beckian cognitive theories 
would indicate that cognitions underlie (and ergo cause) affective and behavioural 
reactions (e.g. Beck, 1976). However, Corrigan also reported that affect mediates 
attributions and behaviours suggesting the links are not quite so simple, and
Estroff et al. (2004) argued that "beliefs about cause, controllability, and 
responsibility exist within complex cultural contexts and biographical experiences 
that vary widely among respondents rather than in a linear, logical relationship" 
(Estroff et al., 2004, pp.495). Similarly, Padesky and Greenberger's (1995) 
cognitive-behavioural model suggests that thoughts, behaviours and physical and 
emotional feelings are interlinked in a cyclical fashion, see figure two. Reflecting 
on my practice, this observation rings true for me. I have found the idea of inter­
relatedness helpful, and each element affecting and being effected by the other is 
something that seems to resonate with clients.
Figure Two- Padesky and Greenberger (1995) Five Aspects of Life Experiences 
Model.
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What seems clear is that all components in the cognitive model are important to 
address; as in individual therapy, we can formulate that change in one domain 
may cause changes in others. I will now explore how existing approaches to 
reducing stigma-discrimination can be understood in terms of the domains of 
cognitions, affect and behaviour.
Changing Cognitions
According to Corrigan and Penn (1999) there are three strategies for anti-stigma 
campaigns, the first of which is education. Lack of knowledge about mental health 
problems has been highlighted by many (e.g. Pinfold, 2003) and education forms a 
key part of most, if not all, anti-stigma campaigns. For example Changing Minds in 
England, run by the Royal College of Psychiatrists from 1998 to 2003, aimed to 
increase the public's knowledge about mental health problems and included 
information on a number of mental health problems (www. 
changingminds.co.uk). Another, Time To Change, utilises different media sources 
such as television advertisements, internet networking sites, and community 
events to spread their campaign messages; that mental illness is one of the last 
taboos, that mental illness is more common than people think, and that everyone 
can do something to help. An early evaluation, outlined on the website, suggests 
that the campaign is reaching people and is successful in reducing stigma- 
discrimination (www.time-to-change.org.uk).
Though such campaigns aim to reach the general population, there is increasing 
recognition that interventions are best when tailored to specific communities 
(Warner, 2001). This approach, often called social marketing, targets a particular 
community or relatively homogenous group with specific strategies and messages 
addressing particular cultural beliefs and values (Rogers, 1996). This approach can 
be used by clinical psychologists to target groups that express particularly high 
levels of stigma-discrimination, for instance older people or teenagers (Prior, 
2009). Police officers are another group that hold less positive views than the 
general public (e.g. Watson et al., 2004), yet have regular contact with people 
with mental health problems and can detain them under the Mental Health Act 
2007. Indeed, many service users I have worked with have found police officers to 
be unsympathetic and judgemental. A briefing paper on this issue suggested a 
number of measures including closer working with mental health agencies and 
the delivery of mental health 'first aid' training (Bather et al., 2008).
Although one would hypothesise that using approaches that are specifically 
designed for police culture and ways of working will be more effective than 
general education campaigns, no follow-up study information was available. 
Whilst this, the Changing Minds campaign and others are generally thought to be 
successful, there is no thorough and consistent evaluation. A role for clinical 
psychologists in such campaigns is ensuring evaluations take place, including pre, 
post and follow-up measures. Clinical psychologists have experience and skill in 
building evaluation into the fabric of a campaign, can utilise qualitative and 
quantitative approaches and provide a theory-based framework for findings, and 
there is a clear need for this in community interventions to reduce stigma- 
discrimination.
Understanding the needs and views of particular communities is one way clinical 
psychologists can work with communities to reduce stigma-discrimination, both 
to inform the design of interventions and as an intervention in itself. For instance, 
Webster and Robertson (2007) carried out a consultation with refugees and 
asylum seekers in order to develop services that were appropriate and minimised 
stigma-discrimination. Rich, complex data emerged, and in itself became an 
intervention tackling stigma-discrimination surrounding metal health within the 
community. This campaign illustrated how clinical psychologists can facilitate 
exchanges of complex information between communities and service providers. 
Hawe (1994) furthers the idea that community consultation can be an 
intervention itself, by increasing feelings of control and empowerment. An 
example of this is in Hayward, et al. (2007); May describes setting up public 
meetings, where discussions about different perspectives on mental health also 
enabled negative stereotypes to be challenged.
Changing Affect
The theorised role of emotion has already been touched on, suggesting that 
changing affect is a valid objective when working with communities to reduce 
stigma-discrimination.
Campaigns that promote contact between members of the target community and 
people with mental health problems are the second of Corrigan and Penn's (1999) 
three strategies for anti-stigma campaigns. An example is the 'Kent Mental Health 
Awareness In Action' campaign, which included workshops about recovery and 
capability, as well as challenging experiences, delivered to young people by 
service users and carers (Pinfold, 2003). Couture and Penn (2003) reviewed the 
literature on contact campaigns and although they identified a number of 
methodological flaws in this literature, overall it appears that both prospective 
and retrospective contact between people with mental health problems and 
others reduces stigma-discrimination. One suggestion is that contact campaigns 
are effective because they reduce physiological arousal (Estroff el al, 2004), 
perhaps much as behavioural experiments work (Wells, 1997); the person is 
exposed to an anxiety-provoking situation, and prolonged exposure causes 
habituation. Although there is some theory to support this assertion, there is a 
paucity of research that prevents a firm conclusion. Well designed interventions 
based on this, and an evaluation that explores how affect changes alongside why, 
would be valuable.
Pettigrew and Tropp (2000) conducted a meta-analysis, and suggested that 
contact campaigns are most effective when meeting people with mental health 
problems as equals; when facilitators and attendees have the same goals for the 
event; there is institutional or senior managerial support for the event; and when 
the approach is collaborative rather than competitive.
Therefore involving service users and carers in anti-stigma-discrimination 
campaigns is important for effectiveness, indeed is recognised as best practice 
(NIMHE, 2004), and is a further way in which clinical psychologists can reduce 
stigma-discrimination. For instance, a clinical and community psychologist in 
Northumberland's Mental Health Partnership Board facilitated a group of service 
users and providers to raise awareness of mental health issues with a group of 
local employers and businesses, including prevention, support and retention 
issues (as reported in Social Inclusion Group, 2008).
Changing Behaviour
Clearly, it is the aim of both cognitive strategies and affective strategies to change 
discriminatory behaviour, as described above. A further area in which clinical 
psychologists can change behaviour is through policy, as advocated by Onyett 
(2007). Clinical psychologists are already involved in national-level anti-stigma- 
discrimination work, for instance in the Care Services Improvement Partnership's 
National Social Inclusion Programme (Social Inclusion Group, 2008). As in the case 
of Improving Access to Psychological Therapies (IAPT) (Clark et al., 2009), clinical 
psychologists can play a lead role in advising on innovative services and 
interventions. For both local and national policy, psychologists can offer ideas that 
are evidence based, encourage reflection on the complexity of working with 
communities, and champion the creativity of drawing on multiple stakeholders to 
find solutions. Clearly, only a minority of clinical psychologists are involved, and 
will ever be involved, with advising on national policy. What I would like to 
advocate is that there is scope to do this on a local level, however; for example, 
by contributing to service operational policies (Onyett, 2007) and include socially 
inclusive practice and interventions in personal and service objectives (CSIP, 
2007). However, I wonder if perhaps this is something clinical psychologists would 
feel ill-equipped to do, and further training would be beneficial in terms of skills 
and confidence.
In this section, I have reviewed a number of theoretical positions and explored 
how these can be used to think about community interventions to reduce stigma- 
discrimination. I have used attribution and cognitive-behavioural theories to focus 
on individual cognitions, affect and behaviour. However, fundamentally they are 
ideas based on people as individuals and do not consider the role of other people 
and context. I think the model Padesky and Greenberger (1995) in figure two 
serves as an analogy; thoughts, feelings and actions are all linked while the 
'environment' factors hover above, present but nebulous and unconnected. In the 
next section I will use systemic theories to consider how the social environment 
plays a role in stigma-discrimination, and how we can use this to think about and 
plan community interventions.
USING SYSTEMIC THEORIES TO DESIGN COMMUNITY INTERVENTIONS 
Utilising Community Resources
Clinical psychologists can work to reduce stigma-discrimination by supporting 
communities to recognise, value and draw on their resources, as they already do 
in therapeutic work with individuals (e.g. Vera & Shin, 2006). In a review of 
community psychology literature Trickett (2009) defines community capacity 
building as the effort of a community to increase its resources for problem solving 
and betterment. This is a useful concept when considering how clinical 
psychologists can be a resource, as are the six psychosocial resources needed to 
increase the capacity of communities by Campbell et al. (2007). These are 
knowledge and skills, safe social spaces, ownership and responsibility for the 
problem, identifying and having confidence in local strengths, understanding the 
impact of economic and political factors such as poverty, and engaging in 
partnerships with agencies and networks outside of the immediate community.
Though originally developed for reducing the stigma-discrimination surrounding 
HIV/AIDS, perhaps a more concrete issue for communities than stigma 
surrounding mental health, this nonetheless seems an excellent template tackling
stigma-discrimination surrounding mental health. Clinical psychologists have a 
range of tools that could be helpful in this, such as circular questioning, positively 
connoting and hypothesising (Dallos & Draper, 2000). This seems particularly 
helpful when working face-to-face with smaller communities, though it may be 
harder to do with larger ones. For instance, I have worked with Traveller 
communities, and I can imagine this being an effective framework; however, if I 
was working with a community such as people living in London, it would be 
harder. It also assumes people will be willing to actively participate in such 
programmes, which may not be the case in communities or individuals who are 
suspicious of statutory services.
Understanding Diversity
Another strength of systemic thinking that is helpful in assisting work with 
communities is thoughtfulness around diversity issues, which may include gender, 
religion, age, class, ethnicity and family values, along with many others. Again 
borrowing from the community psychology literature. Bond and Harrell (2006) 
offer three diversity principles; that diversity is multilayered; influenced by 
historical, sociopolitical, and institutional forces; and our work with diverse 
individuals and communities is influenced by our own "values, cultural lenses, and 
identities" (Bond & Harrell, 2006, pp267).
Understanding how to deliver successful interventions with diverse communities 
requires an insight into how different communities view mental health issues. 
Research methodologies that are based on a discursive, phenomenological 
epistemology sit well with systemic theories; both subscribe to the socially 
constructed nature of 'reality' (e.g. Lyons & Coyle, 2007).
For instance, Anglin et al. (2006) found that African-American people held more 
stigmatising views than Caucasians. An exploration of why this is, using methods 
that explore meaning and context such as discourse analysis and interpretative 
phenomenological analysis, will help to design effective interventions when 
working with this community.
Function of Stigma
Systemic practitioners will often positively connote a problem, in order to 
understand that a 'problem' fulfils a function (Dallos & Draper, 2000), and it is 
perhaps useful to consider the function of stigma-discrimination. Stereotypes can 
function to minimize within-group differences and tensions, for instance between 
members of the same ethnicity or family, allow us to process information more 
quickly, for instance making quicker judgements, and assist our social survival by 
identifying 'outgroups' who may threaten our physical and psychological 
wellbeing (Thornicroft,2006). This may explain why campaigns that draw on the 
medical model of mental health are often viewed as unsuccessful (e.g. Estroff et 
al., 2004), as they highlight the distinction between 'them' from 'us'. Similarly, it 
explains why campaigns that protest against stereotypes, the third type of 
campaign described by Corrigan and Penn (1999), do not achieve their aim of 
challenging negative stereotypes, but instead may reinforce them. This adds 
further weight to contact campaigns that emphasise the "normalness" of people 
with mental health problems.
I perceive that stigma-discrimination is wholly negative to people experiencing it, 
and it feels uncomfortable to suggest it has a function for them; this essay is not 
the place to explore the validity or otherwise of this judgement. However, what 
can be learnt from systemic theories is that behaviours are often mutually 
reinforced and exist as circular patterns (Johnstone & Dallos, 2006).
Labelling theory offers further support to this. Conceived by Becker (1963), this 
proposes that the majority in a society label those people who are thought to be 
deviating from that society's norms, and this influences how those in the minority 
perceive themselves and behave. Scheff (1966) furthered this, arguing that the 
label 'mental illness' is put on people whose actions are seen as deviant, and 
those people unconsciously fulfil expectations that are linked to those labels. This 
perhaps indicates that supporting people with mental health problems to actively 
challenge stigma-discrimination is an important way for clinical psychologists
working to reduce stigma-discrimination in communities. Thornicroft (2006) 
suggests considering disclosure of mental health problems, involvement in 
research and becoming involved in collective action groups as ways of doing this.
Working with Different Systems
Guidance on reducing stigma-discrimination stresses interagency working (e.g. 
Cross-Government Strategy Mental Health Division, 2009) and the evidence-base 
shows that "multi-faceted, multi level approaches are the mdst effective way of 
reducing stigma and discrimination" (NIMHE, 2004, pp.6). Therefore
understanding how different agencies and organisations can work together, and 
what might hinder this, is extremely important. Clinical psychologists have an 
established skill-base in multi-disciplinary and inter-agency working (e.g. Granville 
& Langton, 2002). Onyett (2007) describes how clinical psychologists have used 
these skills to increase social inclusion; in Bromley, psychologists provide a range 
of support to social inclusion project staff including formal and informal 
consultations to local community organisations, and taking a lead in interagency 
efforts to work together to improve community engagement and development.
One system that is vital to include is that of mental health services. Service users, 
when asked which people should be targeted for anti-stigma campaigns, 
prioritised doctors and other mental health staff (Pinfold, Byrne & Toulmin, 2005). 
This is perhaps because they play such a large role in the lives of service users, 
have powers including of detention and enforcing medication (Mental Health Act, 
2007), and can demonstrate more stigma-discrimination than other members of 
the public (Burti & Mosher, 2003). Whilst it was earlier hypothesised that contact 
decreases stigma-discrimination, this does not seem to be the case for this 
community. However, for contact campaigns to work, both parties must be seen 
as equal (Pettigrew and Tropp, 2000), and this is rarely the case in mental health 
services. Perhaps clinical psychologists can redress this by promoting service users 
as experts in their care and advocating for service user involvement in service
planning, delivery and evaluation. Clinical psychologists can work with this 
community in all the ways as described already. In addition, they can take 
advantage of the regular contact they have with multi-disciplinary colleagues to 
provide consultations. Arredondo et al. (2004) defined a psychological 
consultation as a planned interaction between the consultant and consultée 
regarding a problem, person, area or programme, in which the consultant applies 
psychological expertise in response to the needs and objectives of the consultée. 
Clinical psychologists can use these opportunities to promote socially inclusive 
practice, formally and informally address stereotypes, encourage reflection and 
provide information.
CONCLUDING THOUGHTS
Throughout this essay, I have attempted to highlight the gaps in what we know. It 
is clear that there is a need, which clinical psychologists can fill, to build a solid 
base of theory-driven, evidence-based, interventions that work successfully with 
communities to reduce stigma-discrimination. Being able to produce a coherent 
narrative about what works is an important starting place for interventions on all 
levels, from local to international. In this essay, I have explored how clinical 
psychologists can use psychological theory to inform work with communities to 
reduce the stigma-discrimination that leads to social exclusion. I chose to explore 
how clinical psychologists might draw on cognitive-behavioural theory that we 
already use when working with individuals and groups, to think about specific 
interventions that address cognitions, affect and behaviour. I then used ideas and 
techniques from systemic theories to look at how clinical psychologists can work 
with complex systems. Though I feel these theories are fertile ground for 
informing community interventions, I wonder if it has been altogether 
appropriate to use individual-based theories to understand communities; the lack 
of research in this field makes this hard to prove or disprove. In any case, I feel I 
have presented enough of an argument to justify further research exploring this.
What has struck me in particular about this essay is how much I have drawn on 
literature from other professions, most notably social psychology, community 
psychology, and community psychiatry. I feel drawing on a diverse literature is a 
strength, and similarly one way clinical psychologists can reduce stigma- 
discrimination in communities is by going beyond what is traditionally a clinical 
psychologist's remit. Success in this area of work lies in having confidence in 
clinical psychology as a grounding, using our theory as a 'secure base' from which 
to explore other areas of expertise. IAPT and New Ways of Working have opened 
up the possibilities for clinical psychologists, and it feels like an exciting time to be 
in this profession. In talking about the role clinical psychologists may play in 
reducing social exclusion, Naomi Eisenstadt, former Director of the Social 
Exclusion Task Force, commented that clinical psychologists may be 
overspecialised, and more blurring of roles may be the way ahead (Eisenstadt, 
2009). Whilst I think that it is important for clinical psychologists to retain a strong 
professional identity, I also think we do not have to stick to narrowly defined 
definitions of what a clinical psychologist will do, but embrace working in a wider 
range of settings.
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Problem Based Learning Exercise Year One: 
Reflective Account
2009
DESCRIPTION OF THE PROBLEM BASED LEARNING TASK
In the first week of beginning the University of Surrey Clinical Psychology 
Doctorate course, we were introduced to the Problem Based Learning (PBL) Task. 
The brief was open and straightforward; "the Relationship to Change". In groups 
of eight, we were given six sessions, over six weeks, to prepare a twenty minute 
presentation for the cohort and course staff on this topic. In this account, I will 
reflect on the group processes, how taking part in this exercise has informed my 
clinical practice, and some reflections on my learning.
Initial Feelings
Throughout the induction block I felt a huge range of emotions; excited, terrified, 
exhausted. I also felt I had to be constantly 'switched on'; chatty, bright and 
friendly for virtually ten hours a day. My Personal and Professional Learning and 
Development Group (PPLDG) felt like a space where I could be more relaxed, 
more myself. I was also aware that this would be an important space over the 
next three years, potentially a very valuable source of support; so I felt pressure 
to make a good first impression. My 'game plan' was to stay fairly quiet and get to 
know the individuals and group dynamics before gauging my place in the group.
However, this didn't quite go to plan when I was nominated to be Chair, which I 
(somewhat ungracefully) accepted. Initially, I felt reluctant to take a central role; I 
worried about being seen as loud and controlling; I felt I was in the centre of the 
group, rather than the fringes, which was where I had hoped to position myself. 
Paradoxically I felt I would have to sacrifice expressing my own views and 
engaging in discussions, in order to be aware of the 'meta' group processes. 
Despite this, I do enjoy leadership roles, and I saw this as an opportunity to see if I 
could be successful in this role.
Our Approach and Work as a Group
Over the course of the PBL exercise, we were able to learn about each other's 
backgrounds, preferred ways of working, attitudes and beliefs. Within our small 
group there was much diversity. Each person brought something unique, adding 
enormously to my learning. It also entailed challenges, particularly when it came 
to differences in working styles. Some people enjoyed discussing the issues in a 
wide context, going off on unexpected angles away from the original line of 
thought. Others were more task focused, and were drawn to solution-focused 
ideas before others were. I tend to be more in the latter camp, and did find the 
conversation frustrating at times, though I made a conscious effort to be more 
open to playing with ideas before coming up with solutions. In the context of the 
PBL this worked well for me, as I was confident that we had the time to work in 
this way. I also think this benefited our final presentation. Interestingly, when 
some people commented on our wide exploration of ideas, I became very 
defensive, despite somewhat agreeing with them. When I reflected on this later, I 
wondered if my strong reaction was because as Chair I felt responsible, and took 
the criticism personally. I think this also tapped into my tendency to feel 
responsible for others, and to blame myself if things don't work out.
Previously I have had mixed experiences of working as a group, where differing 
levels of motivation meant an inequity in the distribution of the work. As such, I 
have tended to prefer individual work, where I needed to rely on myself only. 
However, this was not my experience in the PBL task; I felt everyone in the group 
was committed to working hard, in order to be successful. This made the task 
immensely satisfying, and I was surprised to find I enjoyed it.
I found that from early on, there were some members of the group who I was 
more drawn to than others. I found myself valuing those who worked to link up 
different views and find the common ground rather than those who were more 
single minded. I am struck that these are the qualities that I value in myself; 
perhaps I am more likely to be closed off to people who don't work in the same 
way as me. Indeed, there is a huge amount of psychological research stating that 
people are attracted to those similar to them (for instance Singh and Ho, 2000; 
Klohnen and Luo, 2003). In this instance, this is in terms of style of working, but 
could potentially also apply to other differences, such as age and (within a multi­
disciplinary team) profession.
Strengths and Weaknesses of the Group's Approach
Overall, I think we worked well as a group, and I feel we successfully drew on the 
expertise of all members. Though there were no explicit 'ground rules', I felt there 
was an implicit agreement to be respectful of each other, and value all ideas that 
were contributed. Initially, we worked as a large group, discussing what our 
presentation should focus on broadly. As a group we came up with a range of 
ideas which we researched and then used this to shape the direction of our 
presentation. It was only halfway through when we decided on our approach; 
though this was anxiety-provoking (as discussed above) I think it meant our 
presentation better for it.
Gaining the consensus of eight people was hard work, and painstaking at times. I 
don't know if it was a strength or a weakness; decision-making was slow work, but 
everyone understood each other and had a say. Certainly, when the group split 
into two in the last two weeks, each working on an aspect of the presentation, I 
think everyone found it easier to get their views across.
Our presentation was very well received, according to informal and formal 
feedback. The content was received as very relevant, and the use of humour was 
greatly appreciated. An area of weakness that was noted was in presentation skills 
(reading the slides, audibility and eye contact); this seems to be one area where 
we did not prepare enough.
Reflections on My Performance as Chair
Within the course there is a dominant discourse of leadership, and I felt conscious 
that being Chair was an opportunity to develop and demonstrate those skills. I felt 
under pressure to be a 'good leader'; for me, this meant ensuring each session 
had a structure and the group was doing what it should be, supporting the group 
to find consensus, and making space for everyone to take part. I felt it was my role 
to step back when these things were happening naturally, and intervene when 
they weren't. Though I was concerned that I overly directed the group, I didn't 
receive any feedback that I was, verbally or non-verbally, and I feel that I played a 
role in balancing anxiety and uncertainty with feeling contained. However I am 
aware of feeling residually self-conscious, and of seeking reassurance from others 
in the group.
During the PBL task I was conscious that some people were very quiet. I felt I had 
some responsibility in ensuring there was space for everyone. This came up as an 
issue some time after the PBL task, when two people said they had consciously 
stepped back, because they felt that in a group of eight there was not enough
space for everyone to be in the foreground and someone had to be in the 
background. Whilst I appreciate their consideration for the group as a whole, I 
wonder how necessary this was, and if there were other reasons for their actions. 
Surely there can be space for all to be heard?
Evaluating the Relevance of the PBL Exercise to Clinical Practice
The presentation has undoubtedly influenced my clinical practice. A key idea of 
our presentation was how therapist anxieties influence the therapeutic work, for 
instance the belief that clients must change in order for therapy to be seen as 
successful (Chadwick, 2006). Starting to work with clients demonstrated this 
clearly; I felt that I didn't have the expertise to help my clients, and when I talked 
about this in supervision, it became clear that the proof I was looking for was hard 
outcomes. Supervision was an opportunity to learn in practice what I had learnt 
(in the PBL task) in theory; that what clients valued was establishing a therapeutic 
relationship, and establishing a good relationship is vital for change (Bordin, 
1994). So in terms of my practice, I am starting to recognise that the therapeutic 
relationship as an intervention in itself.
I felt that I was a vocal, proactive Chair- organised by setting an agenda, keeping 
to time, prompting the group to reach conclusions and make decisions. I have 
noticed that within Cognitive Behavioural Therapy there is a similar emphasis on 
structuring sessions with clients that is somewhat similar (Beck, 1995). However, I 
have found that this is harder in sessions than in meetings with peers; my 
experience has been that some clients only have a vague sense of what they want 
to discuss, and I feel unwilling to impose a structure on sessions that isn't 
congruent with what clients want. I find it interesting to reflect on what might 
influence what clients expect to gain from a Trainee Clinical Psychologist; I can see 
how many factors will come into play, including experience of other mental health 
professionals, different cultural discourses of 'doctors', 'therapy' and 'recovery', 
age, gender, socio-economic group and other issues of diversity and difference.
The PBL task has also been valuable in my learning about working with peers and 
other professionals within a multi-disciplinary team (MDT). I feel that within a 
MDT there would be much value in exploring all perspectives slowly before 
reaching a solution; however, just as in the PBL exercise, there is often frustration 
with this approach, and a quick answer is what people value. There are also 
parallels in terms of people finding it difficult to be heard in a large group; I have 
found that often the most useful discussions take place one-to-one rather than in 
team meetings. I think the PBL exercise has been hugely relevant in highlighting 
these issues, though there are no easy answers.
REFLECTIONS ON LEARNING
Having had the chance to think about the PBL task in the domain of my practice, I 
have been struck by how much the content resonated. It felt like I learnt the 
content twice; through understanding it intellectually, and through 'feeling' it via 
my clinical practice. This seems true for me more generally; I notice that I am 
sceptical of ideas I can't visualise using in practice, or that don't resonate with my 
own experiences. I recognise the 'evidence base' I most value is that I can directly 
connect with. I can see this makes me somewhat closed to alternative ideas. 
Clearly this is a learning need, and involves applying ideas directly or discussing 
them with my colleagues, supervisors and peers.
This task was an opportunity to learn about group processes. It feels like I am still 
at the beginning of my relationship with the group and I am less certain of what I 
have learnt in this domain. It feels like there is a 'group' beyond the sum of the 
individuals. In order to be an effective team member, my behaviour needs to be 
different than in one to one interactions.
Being Chair was a valuable opportunity and felt like the first time I have taken on 
this role with such thoughtfulness, making a conscious effort to attend to my 
thoughts and feelings. I learnt that I can take on a leadership role without 'taking 
over' and dominating. Despite positive feedback, I notice that I do not feel totally 
convinced of this. I think this is part of my insecurity about others judging me 
good enough. Perhaps, as with clinical work; I need to focus less on 'proof' and 
more on the positive relationships I am developing, and valuing these for their 
own sake.
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Problem Based Learning Exercise Year 2: 
Reflective Account
2010
INTRODUCTION TO THE TASK
The task of the Problem Based Learning (PBL) exercise was to explore how we 
know if Improving Access to Psychological Therapies (IAPT) is working; specifically 
we were asked to "prepare a consultancy report on how the effectiveness of IAPT 
can be assessed". Along with four other second-year trainees and three third-year 
trainees we were asked to produce a twenty minute presentation on this subject, 
with five minutes for questions. We met six times before our presentation. The 
choice of topic for the task pleased me. IAPT seems important in the future of the 
organisation and delivery of psychological services, and 1 appreciated the 
opportunity to think about this more.
What immediately struck me was that instead of working in our Personal and 
Professional Learning and Development Groups (PPLDG), as I had assumed, but 
were asked to work in mixed groups across the two cohorts. I did not know any of 
the third years, and was unsure how we would work together. I felt that my 
PPLDG was a safe space, where we had begun to build a positive way of working 
together in order to support each other through the trials and tribulations of the 
course; though sometimes I feel very self-conscious, perhaps because it feels so 
important. I noticed that although this new PBL group felt more temporary, it also 
felt more relaxed. The next thing that struck me was that we would be expected 
to meet in free 'gaps' in our timetables, rather than using PPDLG time to work on 
the task as we had done last year. Immediately the exercise felt like a drain on our 
time, something to be squeezed in around other, more important things.
Finding a space when all were free was complex; people had already allocated the 
time for meetings or other work. It seemed that some felt resentful that they 
would have to give up this time, and were reluctant to commit to meetings. This 
made me anxious about how committed people were to the task.
THE GROUP PROCESS
We started by reading key papers, for instance Department of Health (2008) and 
Clark e ta l (2009), and brainstorming ideas. I suggested we think about what IAPT 
could do in the future, rather than simply critique what it does or does not do 
now. Others endorsed this idea and we had several interesting discussions about 
what we might present as 'the way forward'. People were robust in expressing 
their views; no one was rude, though people were less gentle and attentive than 
last year. I was pleased; last year I felt I had to tone myself down in order not to 
take over, but this year I could express myself openly because others were sharing 
their ideas too.
As we started to think about our presentation, some in the group advocated a 
more traditional format of 'description-critique-future suggestions'. As we 
thought about how to represent different viewpoints, we came up with the idea 
of a panel format, in the style of the BBC programme Question Time. This meant 
our presentation ended up representing different perspectives on current IAPT 
provision, rather than thinking in depth about future developments, as I had 
hoped for.
I enjoyed giving our presentation; the humorous style we used was appreciated, 
and verbal and written feedback suggested that people felt we delivered some 
interesting content in an arresting format.
Resources and Skills
Teams that have the greatest range of differences perform best (Belbin, 1999) and 
I feel there we had a good range of skills and experiences. Different people had 
particular areas of knowledge and different lived experiences; this benefited the 
group both in terms of process and outcome. The differences that I think we were 
most cognisant of, which helped us understand the topic in a more complex, 
meaningful way, were in terms of experience. This included being a parent, 
working for an IAPT service, and doing an essay on the merits of IAPT. Though 
there was less diversity some ways such as age, ethnicity and gender, I feel there 
were differences in the skills the group possessed and I have found Belbin's 
description of different group roles (1999) useful in thinking about the skill 
balance of the group. I can see that some people were good at organisation and 
keeping us on track, others took on a role of problem-solving and some were 
effective at researching and providing useful new information. There were also 
people who brought creativity to the group. Whilst generally the different skills 
were complimentary, I did see some tension between those who wanted to focus 
on completing the task efficiently and those who wanted to be more creative.
Having a mixture of second and third years was an important part of our diversity. 
Whilst initially I felt reluctant to work with a different group of people, taking me 
outside my comfort zone, I came to recognise that having a bigger range of 
experiences in the group was a tremendous benefit, and the diversity in our group 
was reflected in the diversity in our presentation, where we were able to hold a 
multitude of opinions without feeling the need to reach one 'answer'.
Motivation
Last year, we had been committed to putting in energy and effort to the task. 
Although there had been differences in opinions, there seemed to be 
commitment from everyone to put in effort and do a good job that we could be 
proud of. This year, though people were conscious that they wanted to do a good 
job, they also wanted to do it as quickly as possible, perhaps interested in
outcome more than process. This approach meant that we finished preparations 
in good time, did not have to take on too much extra work and avoided the risk of 
negative evaluation from the markers of the presentation. However, I think it 
meant that we did not think as innovatively as we perhaps could of.
Similarly, working on placement with busy professionals who are sometimes more 
interested in reaching a solutions rather than investing lots of time to thoughtfully 
carry out a task, means paying more attention to outcome than process. I wonder 
how this affects team decision-making such as assessing risk or detention using 
the Mental Health Act 2007.1 feel that clinical psychologists can play an important 
role in slowing down such interactions in order to make more thoughtful 
decisions, though this can be challenging. Indeed, Onyett (2007) names being able 
to challenge practice from a variety of perspectives, establishing a more 
therapeutic milieu and increasing psychological thinking as advantages of having 
psychologists integrated in mental health teams.
I notice that I expect myself to do the best I possibly can, and am dissatisfied with 
doing what is just enough. This attitude is at times helpful to me, enabling me to 
generally do well in my academic and clinical work. But it also means I put myself 
under undue pressure sometimes, and can judge others harshly without thinking 
through why they behave that way. It would help me be a better clinical 
psychologist if I suspended this judgement and reflected more on the pressures 
colleagues might be under and, with clients, using formulation to understand why 
they might lack of motivation or believe that there is no point trying.
Managing Conflict
Overall, we got on well as a group; I felt people listened to me and respected me, 
and generally our communication styles were similar. The varied levels of 
commitment I have already mentioned did not become a problem; the work that 
needed to be done got done, and no one person took a disproportionately larger
share than anyone else. We used sessions well, gave ourselves plenty of time to 
prepare for the presentation, and all accepted responsibility. However, there was 
one person in the group who I found I did not get on with as well as the others. 
We seemed to have different views on what the presentation should look like; I 
felt that we should be confident enough to focus on focusing our content on 
future developments, which perhaps would depart from what was known and 
certain into new terrain. The other person, however, seemed to advocate a more 
traditional format, describing and evaluating existing knowledge. While this 
somewhat relates to the points raised above about different levels of motivation, I 
found it hard to be flexible when this person was unwilling to compromise.
I noticed that I was not comfortable with openly stating my feelings and opening 
up a discussion about our different points of view. With hindsight, I could have 
expressed curiosity about this difference of approach and taken a more reflective 
stance, but at the time I felt unable to do this. This is something I noted in a 
previous reflective account, and feels frustrating that I am not 'better' at this. I 
want to be able to express my disagreement in a safe, non-emotional way, but 
find this hard to do. In my first year placement I did manage to do this; I felt my 
supervisor was making an unfair critique of me, and after discussing the situation 
with my clinical tutor, brought it up with her in a safe way that resolved itself well. 
I know that from a cognitive-behavioural perspective I should build on this 
'evidence' (Wells, 1997) by pushing myself to openly talking about differences, 
but this is an uncomfortable thought. It was interesting that one piece of feedback 
was that there might have been more disagreement in the role play; perhaps we 
could have used the role-play to explore conflict in a safe way.
REFLECTIONS, IMPLICATIONS FOR CLINICAL PRACTICE AND LEARNING POINTS
Initially, I was quite sceptical about IAPT, and when thinking about why this is, I 
noticed that my natural inclination is to align myself to the minority view, to play 
devils advocate to the dominant trend. I think that it is easy to always focus on 
the negative, to complain and criticise, but as a clinical psychologist I understand 
the importance of keeping an open mind. This task was an opportunity to hold a 
number of different viewpoints in mind, including a diverse range of client and 
carer views, and embrace this complexity rather than try to simplify it. Learning 
this is a skill, and something I continue to strive for.
In my first PBL task, a key theme was seeing therapy and the therapeutic 
relationship from the client's perspective, and I have prided myself on always 
holding this perspective in mind. I feel that in this current PBL task we built on this 
by exploring the complexity and diversity of different client perspectives, and this 
has furthered my learning. What also comes to mind are conversations I have had 
with my supervisor on placement about identifying myself as a professional; 
keeping in mind the client's perspective, alongside acknowledging that I have 
expertise. Developing confidence in my identify as a professional whilst not 
adopting a 'them and us' mentality felt like an important reflection I took from 
this task.
Openly and calmly managing conflicting views, especially ones that feel very 
personal, is something that I feel I need to better cope with, both for my clinical 
practice and own personal development. Reflecting on this further in forums such 
as supervision and PPLDG would be a good place to start this process.
Winnicott (1953) stated that the best style of parenting is where mothers aren't 
'perfect' but are 'good enough', allowing their infant to bear a tolerable amount 
of discomfort, and so learn that they can manage this distress. I think this might 
be usefully applied to doing 'good enough' work, and not feeling inadequate if I 
do not do my absolute best, learning that doing a 'good enough' job is the best 
way to balance a successful outcome with realistic resources. This is a valuable 
learning point for me, and my approach to work.
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Summary of Personal and Professional 
Learning Discussion Group Process Account: 
Year 1
2009
This reflective report is an account of my participation in my personal and 
professional learning discussion group which was used for a problem based 
learning (PBL) task, discussing pertinent issues, presenting clients and reflecting 
together. The report is organised around three key themes which I feel emerged 
over the year; gaining clinical understanding, issues of leadership, and conflict 
within the group. Within each theme, I described the relevant content, explore 
what contribution I have made, what I have learnt from the others, and how this 
has developed my thinking about NHS services and contexts.
A number of strengths and weaknesses of the group's approach are identified. 
The case discussions developed my thinking, particularly in terms of 
understanding the importance of context and being client-focused. I found the 
group affirming and supportive and the changing content reflected my changing 
learning needs. I enjoyed playing a leadership role in the PBL task and reflected on 
my leadership skills in the group and how they might develop in an NHS context. 
This account was an opportunity to develop my thinking, and what particularly 
struck me was how conflict averse the group and myself were. I considered why 
this might be, and the advantages of taking more risks in the future.
This report has been an opportunity to understand my experiences in the group 
beyond surface meaning. Re-telling my time in the group has changed the way I 
think about it, moving to a more challenging perspective.
Summary of Personal And Professional 
Learning Discussion Group Process Account: 
Year 2
2010
In this account, I reflected on my experience of my Personal and Professional 
Learning and Discussion Group (PPLDG) over the last year. I focused on issues of 
diversity, exploring my experiences and beliefs, the PPLDG group processes, and 
how both of these have effected and been affected by my placement experiences.
I considered the diversity of my PPLDG and ways diversity can be described. I 
spoke of what 'kinds' of diversity people in my PPLDG group were comfortable 
talking about, what remains unspoken, why this might be and how it may 
manifest itself within clinical practice. I have considered how issues of power and 
authority affected my experiences of being in a minority group and how this has 
varied in different contexts. I also considered how difference has affected my 
relationships within the PPLDG and with clients and colleagues.
Whilst he course emphasises the importance of cultural competence, it is 
something that can be surprisingly difficult for people to talk about and certainly 
writing this account was difficult at times. The PPLDG setting has been an 
opportunity to talk about diversity in a non-confrontational, safe way, yet even 
there some issues remain off-topic. Looking ahead to our last year together, I 
hope we continue to talk about diversity, and become comfortable enough to 
have these conversations with clients and colleagues. This is something I would 
like to play an active role in, so that I can more comfortably talk about my own 
diversity issues, along with the diversity of others.
Clinical Dossier
The Clinical Dossier consists of summaries of the five placements, four 
reports and the oral presentation of clinical activity.
Overview of Clinical Experience Gained During 
Placements
Year One: Adult Mental Health Services
This year-long placement was split over two Community Mental Health Teams. On 
this placement I worked with clients aged between 22 and 68 years old. Clients 
came from a diverse range of backgrounds and were ethnically diverse. In two 
cases, I worked with translators. I carried out a range of psychological 
assessments, including three psychometric assessments. I used cognitive 
behavioural, behavioural and psycho-educational approaches to guide 
interventions with clients referred for mental health problems such as depression, 
anxiety, obsessive compulsive disorder and psychotic symptoms. I used a range of 
outcome measures to evaluate the effect of psychological interventions. I worked 
with multi-disciplinary staff via CPA auspices, in team meetings, through carrying 
out indirect interventions and regularly liaising and sharing information. Within 
one of the CMHTs I worked with two other psychologists as part of a Family Clinic 
team, offering short term systemic interventions for a range of families referred 
to the service. I also spent four months working one day a week in a Mother and 
Baby Unit, carrying out assessments and interventions with individuals. 
Additionally I carried out a research project exploring which Psychology roles the 
CM HT staff most valued, and how they would like Psychology services to develop 
in the team in the future. Accompanying this was a presentation to the team on 
New Ways of Working, the possible future roles of Psychologists in the CMHTs 
and the findings of the research project. In addition, I developed an evaluation 
tool for the Family Clinic. I visited a project run by people who use services, in 
order to learn from people who use services outside of a clinical context.
Year Two- Older Adults Placement
This six-month placement was based over two older adult mental health inpatient 
settings. On this placement I worked with clients over 65 years old, from a range 
of backgrounds, with a range of sensory and physical impairments.
I worked with people in inpatient settings, community settings, residential 
settings and people's own homes. I carried out a wide range of assessments and 
interventions. I ran an on-going Psycho-education Support Group and a Carers 
Support Group by myself; additionally I ran a Cognitive Stimulation Group for 
clients with dementia, and supported inpatient staff to develop their own 
resources and competencies to run the group after I left. I also carried out a range 
of individual interventions drawing on cognitive behavioural and psychodynamic 
approaches. I also worked indirectly with healthcare staff, individually and in a 
range of meetings. I also worked with an Older Adults CM HT client, in the CM HT 
setting. I received specialist CBT supervision as part of this piece of work. In 
addition I received specialist supervision when carrying out a psychometric 
assessment for dementia. I delivered training to healthcare staff on using 
outcome measures, and on client's psychological journey through inpatient 
services.
Year Two- Learning Disabilities Placement
This six-month placement was based at a Community Learning Disabilities Team. 
On this placement I worked with clients aged between 19 and 62 years old, from a 
diverse range of backgrounds and ethnicities. Clients I worked with had difficulties 
such as memory problems, challenging behaviour, anxiety, communication 
difficulties, distressing psychosis, worries about sexual orientation and managing 
physical health difficulties. I carried out assessments for therapy, functional 
assessments, several psychometric assessments and an assessment of sexual 
knowledge. I carried out a varied range of interventions with individual people 
using the service, several individual healthcare professionals and residential home 
staff teams. I drew on developmental, cognitive behavioural and behavioural 
approaches. In addition I visited a range of self-advocacy projects, visited a 
Community Neurorehabilitation service, and jointly delivered training to 
residential care staff on working with people with learning disabilities and 
dementia.
Year Three- Child and Adolescent Mental Health
This eleven-month placement was based at a rural Community Mental Health 
Team. Clients were from ages six to seventeen, and came from a range of 
backgrounds. Clients were referred for anxiety, depression, hearing voices, 
managing anger, obsessive compulsive disorder and attachment difficulties. 
Interventions included individual cognitive behavioural therapy; indirect 
behavioural work with parents; and consulting to healthcare professionals. In 
addition I was a regular member of a systemic family therapy team, both as lead 
therapist and member of the reflecting team. I carried out several observations 
and psychometric assessments, and contributed to several multi-disciplinary 
assessments. I regularly drew on attachment, developmental and systemic 
approaches to inform my formulations and interventions.
I jointly delivered a teaching session to the team on psychosis and young people. 
Additionally I worked with a local young person's advocacy project in order to 
explore how my team could better involve young people in the delivery, design 
and evaluation of services.
Year Three- Assertive Outreach Team (Specialist Placement)
This eleven-month placement was at a specialist services, supporting people with 
long term and enduring psychosis. I have worked closely with members of the 
multidisciplinary team. This has included offering individual consultations; 
regularly delivering joint Family Work sessions; and regularly attending and 
contributing to weekly team meetings. I have carried out individual assessments 
and interventions with clients experiencing a range of problems, both to directly 
manage distressing psychotic symptoms and other problems such as anxiety, low 
self-esteem and low mood. I have mainly used cognitive behavioural therapy to 
inform my thinking but have also found developmental, biopsychosocial and 
attachment approaches helpful in my thinking. Additionally I jointly ran a 
Mindfulness for Psychosis group, including assessment and evaluation work.
In addition I delivered a training session to an Assistant Psychologists group on 
working with people with psychosis.
Summary of Case Report One
Cognitive Behavioural Formulation and Treatment of a Client with Anxiety 
Symptoms and Obsessive-Compulsive Behaviours
Year 1 (2009)
In this case report my work with Jenny, a 30 year old White British woman who 
lives in London, is presented. Jenny was referred to the Community Mental Health 
Team by her GP, following distressing anxiety and compulsive behaviours that had 
recently led to her leaving her job.
I initially used a Beck's (1976) cognitive behavioural model to formulate Jenny's 
experiences, as she was experiencing both anxiety and features of obsessive 
compulsive disorder. The intervention was based on the cognitive behavioural 
therapy model. We jointly set goals, developed a shared formulation in order to 
understand the links between anxiety and checking behaviours, and used 
techniques such as thought diaries and behavioural experiments.
In the course of this intervention I reformulated Jenny's experiences using Wells 
(1995) cognitive model of Generalised Anxiety Disorder, in response to her beliefs 
and worries that had emerged in our sessions. This led to us using cognitive 
behavioural techniques to address her 'meta-worry', and we have agreed to use 
our remaining sessions to explore long-term anxiety-management strategies.
Jenny and I have met for six sessions, and we have agreed to meet for two more. 
Scores on the BAI and BDI have shown a marked improvement in her symptoms; 
the Y-BOCS is yet to be re-administered. Jenny reports feeling less anxious and is 
less compelled to carry out her checking behaviours. Limitations such as not 
exploring context are discussed, alongside an evaluation of the therapeutic 
relationship.
Summary of Case Report Two
Formulation, Treatment and Evaluation of a Client with Puerperal Psychosis 
Using a Cognitive Behavioural Approach
YEAR 1 (2009)
This case report a description and evaluation of my work with Pat, a 36 year old 
White British woman who was admitted to the perinatal unit, along with her nine 
month old daughter. Pat was experiencing puerperal psychosis, which included 
low mood and psychotic features.
I initially formulated Pat's experiences using Clarke and Wilson's (2008) cognitive 
behavioural therapy (CBT) model adapted for use in inpatient settings, and 
hypothesised that Pat's current mental health problems were a result of a number 
of psychosocial factors, including her beliefs about being a bad mother, not 
sleeping and worries about the health of her children. My intervention was 
primarily CBT. I focused on Pat's experience of paranoid thoughts, challenging her 
negative beliefs, and explored coping strategies. As part of my intervention, Pat 
and I reformulated using a longitudinal CBT model, as outlined by Johnstone and 
Dallos (2006). I also supported Pat to develop strategies to manage her suicidal 
thoughts.
I saw Pat for eight sessions. The BAI and BDI were used at baseline and in session 
seven, and showed a slight decrease in severity of symptoms. Though Pat's 
reported that she still felt low, staff observations, the ending of her psychotic 
symptoms and her discharge from the unit indicate Pat's mental health did 
improve over the course of our work. A number of issues, including those relating 
to context and risk, are discussed, alongside the impact of the differences and 
similarities between Pat and myself. Limitations and are also discussed.
Summary of Case Report Three
The Neuropsychological Assessment of a Client Experiencing Memory Difficulties 
and Low Mood
Year 2 (2010)
This case report is a description and evaluation of a psychometric assessment with 
Mary, a 77 year old White Irish woman, who had reported declining memory and 
low mood. The referral question asked for psychometric testing to investigate the 
underlying cause of Mary's difficulties.
Details of Mary's presenting problems included worrying more than usual, 
difficulties finding words and remembering names and dates. These were 
explored alongside Mary's personal, medical and psychiatric history. Possible 
causes for Mary's difficulties were reviewed, including age appropriate memory 
impairment, depression and various dementias. From this, hypotheses were 
posed and the neuropsychological tests used to explore these hypotheses were 
described.
Findings were presented, arranged by neuropsychological function. Comparisons 
were made between current intellectual functioning and predicted functioning, 
based on a test of estimated premorbid intelligence. Overall, Mary performed at a 
lower level than would be expected across nearly all domains, and particularly in 
the areas of verbal learning and recall, language and semantic fluency in 
particular. This and other evidence gathered in this assessment suggest that my 
hypothesis that Mary's neuropsychological profile would be consistent with 
Alzheimer's disease is likely. Recommendations are explored, including practical 
strategies, sources of support and issues Mary and her family may wish to 
consider. I reflect on what might have affected my findings other than Mary's 
abilities such as her anxiety, limitations and sources of error. To what extent the 
referral question was answered was considered, alongside ethical challenges, 
issues of risk and my reflections on this piece of work.
Summary of Case Report Four (Oral 
Presentation)
Intervention Conducted with a Staff Team Working with a Client Showing 
Challenging Behaviour using a Behavioural Approach
YEAR 2 (2010)
This is a description and evaluation of my work with the health professionals and 
paid carers who support James, a 52 year old White British man, from a Jewish 
background, who has a diagnosis of Down's Syndrome. The referral to the local 
Community Learning Disabilities Team was made from the manager of James' 
home following reports from home and Daycentre staff that James was behaving 
in an "assertive", "controlling" and "aggressive" manner.
Assessment information was gathered from a wide variety of sources including a 
semi-structured interview with key-workers, questionnaires completed by all 
staff, discussion at team meetings and observations using Momentary Time 
Sampling. I initially formulated James' experiences and behaviours using an 
adapted behavioural formulation (Ball et al., 2004; McGill et al., 1996). I 
hypothesized that antecedents to James' behaviours included periods of waiting 
between activities and that consequences included receiving staff attention and 
being able to do his preferred activities sooner.
In line with best practice I worked with the staff team to produce a collaborative 
(re)formulation that included more detail and enabled a richer understanding 
(Royal College of Psychiatrists, British Psychological Society and Royal College of 
Speech and Language Therapists, 2007). Following this, my intervention 
comprised jointly working with staff to produce a shared formulation and 
intervention plan, a series of recommendations, including pro-active guidelines, 
all aimed at reducing the frequency and severity of the challenging behaviours 
exhibited by James. These centred on changes staff could make in how they 
supported James, mostly in terms of the antecedents to instances of challenging 
behaviour, but also the consequences.
An evaluation strategy was also developed jointly. A number of areas to monitor 
were agreed, including how change in these areas were to be monitored. It was 
agreed this would be carried out three months after the recommendations were 
agreed. Staff fed back that they had found this piece of work improved in their 
insight into James' behaviour and how to best work with James when he becomes 
aggressive. They particularly appreciated the collaborative nature of the work.
Throughout this piece of work supervision was used to plan the work, evaluate 
and reflect on my practice, consider wider contextual issues (such as relevant 
policy and legislation) and consider issues of diversity and difference.
This work was presented orally to two members of the Clinical Psychology 
Doctorate staff team and one service user. The work was briefly described, with a 
particular focus on the development of my formulation skills. Three aspects of 
formulations skills were discussed; encouraging staff to contribute, encouraging a 
person-centred perspective and criticizing constructively. These were illustrated 
using audio and visual aids.
The work was critiqued and ethical issues were discussed, including the challenges 
of working with a staff team; balancing not blaming the client with not blaming 
staff; issues of risk; difference and diversity; and working within the wider political 
reality of funding cuts and changes to service providers. The presentation ended 
with some reflections on my development.
Summary of Case Report Five
The Formulation and Treatment of a Young Man Referred for Anger 
Management: A Cognitive-Behavioural and Systemic Therapeutic Encounter
YEAR 3 (2011)
This is a description and evaluation of my work with Kayin, a 12 year old Mixed 
White and Black African boy who had been referred to the local Child and 
Adolescent Mental Health Service following a suicide attempt. His presenting 
problems included anger, poor self-esteem, low mood and difficult family 
dynamics. At the time of my intervention Kayin and his family were attending 
family therapy.
I initially formulated Kayin's experiences using Drummett's (2006) formulation 
model that augments a cognitive behavioural therapy (CBT) model with systemic 
factors. I hypothesised that Kayin's presenting difficulties were due to inter­
related contextual factors and cognitive biases. Kayin and I worked to better 
understanding his anger and develop alternative strategies for managing 
challenging situations.
In line with the evidence base my intervention was primarily CBT-based, exploring 
cognitions and beliefs around anger and elements of problem solving, including 
developing alternative strategies. Reformulating using a systemic model (Dallos 
and Vetere, 2003) helped me to explore wider cultural beliefs around ethnicity, 
gender and anger, and why particular issues were hard for Kayin and his family to 
talk about.
One further session is planned for evaluation, alongside follow-up work with the 
school system. The complexity of change was discussed, including the interplay 
between individual and systemic responsibilities. The strengths and weaknesses 
of this intervention are discussed, alongside risk issues and on-going ethical 
dilemmas. Particular attention is paid to issues of difference and diversity, and 
how they affected the therapeutic encounter.
Research Dossier
This Research Dossier consists o f the research logbook, the Service Related 
Research Project completed in Year 1, an abstract o f the Qualitative 
Research Project completed in Year 1 and the M ajor Research Project, 
completed in Year 3.
Research Log Checklist
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information 
technology and literature search tools
✓
3 Critically reviewing relevant literature and evaluating research methods ✓
4 Formulating specific research questions ✓
5 Writing brief research proposals ✓
6 Writing detailed research proposals/protocols ✓
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals 
or edited book
30 Applying research findings to clinical practice y
Service Related Research Project: Year One
The Roles of Clinical Psychologists within Community Mental Health Teams: 
Perspectives of Multi-Disciplinary Professionals
2009
ABSTRACT
Title: The roles of clinical psychologists within community mental health teams; 
Perspectives of multidisciplinary professionals. Objective: To better understand 
the valued roles that clinical psychologists (CPs) play, and which roles and 
functions may be useful to the multidisciplinary professionals, with specific 
reference to the new roles for Psychologists suggested by New Ways of Working. 
Design: A short quantitative self-complete questionnaire was designed for this 
project. Participants remained anonymous. Setting and Participants: Staff from 
two community mental health teams were asked to participate. Twenty out of 
potentially twenty-six clinical staff completed a questionnaire (77%). Sixteen 
people recorded their profession. Main outcome measures: The questionnaire 
contained thirty-seven roles. Participants were asked to indicate respond 'yes' or 
'no' if they felt CPs currently play each role, and if they should or should not play 
these roles in the future. Results: Responses generally echoed the New Ways of 
Working agenda, endorsing the view that CPs should play a wide range of roles. 
Responses suggest that participants feel CPs should provide wide-ranging 
psychological input to clients, carers and staff, though there seemed ambivalence 
when considering roles traditionally carried out by other staff members. 
Conclusions: This project suggests some answers to the research question, but 
does not indicate why participants feel this way. Exploring this further, perhaps 
utilising a qualitative methodology, would aid mutual understanding and help CPs 
function effectively alongside their colleagues. In this way, CPs can demonstrate 
their value as key members of teams who have a diverse range of roles and 
clinical/managerial skills.
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INTRODUCTION
The New Ways of Working (NWW) initiative was started in 2005, organized by the 
National Institute for Mental Health in England and the Care Services 
Improvement Partnership, with the aim of supporting people working in mental 
health settings to become more flexible and modern, in order 'to improve the 
psychological wellbeing of the population through working with individuals, 
families, teams, organisations and communities" (Lavender & Hope, 2007 pp.5).
The work of psychologists has been identified as important in achieving these 
aims. A report produced in 2007 identified the following roles of psychologists in 
health and social care teams; promoting effective individual service planning; 
communication and decision-making; supporting consultation processes and 
reflective place; promoting effective participation of service users and carers; 
responsibility and accountability; team leadership; consultations to their own 
organisations; teaching and training; and research and service evaluation (Onyett, 
2007). This document illuminates many areas in which the practice of 
psychologists will change in coming years, and it is envisaged that this will not 
only affect the work of psychologists but other mental health professionals also 
(Kinderman, 2008).
The merits of NWW have been openly debated by psychiatrists in recent years in 
the pages of the Psychiatric Bulletin (e.g. Vize et al, 2008; Kennedy, 2008) and 
elsewhere (e.g. Harrison, 2007). However, a thorough literature search suggests 
there has been little public debate or investigation amongst psychologists. This is 
in contrast to the fulsome debate surrounding the Improving Access to 
Psychological Therapies program of work (e.g. Richards & Suckling, 2008; Marziller 
& Hall, 2009). One exception to this perhaps surprising finding is Kinderman 
(2008) who explores the impact NWW and other policies. He concludes that there 
will be a move from medically dominated discourses towards more provision of 
psychological approaches, and psychologists will help achieve this through many 
channels, described as 'clinical leadership'.
In short, psychologists can help make changes to mental health services by 
changing their roles, and an important part of this will be how psychologists work 
with multidisciplinary team (MDT) professionals. This raises interesting questions; 
how do MDT professionals perceive these changes, as they related to 
psychological work with clients? How will these changes affect the relationship 
between psychologists and other MDT professionals? Can changes be mutually 
negotiated to everyone's satisfaction? Do MDT professionals desire change? What 
changes would be of value?
In summary, the NWW Working Psychologically in Teams report provides a model 
of good practice for Clinical Psychologists working in Community Mental Health 
Teams (CMHTs), but the lack of research means it is unclear how this will translate 
into practice. This Service Related Research Project will explore what the new 
roles for psychologists will mean to staff working in multidisciplinary teams.
AIM
The aim of this research project is to explore perceptions of current and future 
roles that psychologists play. The objective is to better understand the valued 
roles that clinical psychologists (CPs) play, and which roles and functions may be 
useful to the multidisciplinary (MDT) staff, with specific reference to the new roles 
for Psychologists suggested by NWW. Therefore the research questions are:
(1) What do MDT staff perceive as the roles that clinical psychologists should play 
in the future?
(2) How is this perceived as different from what CPs do now?
(3) How do people's perceptions compare to the way NWW envisions the future 
of CPs in MDTs?
METHOD 
Design
Initially, a qualitative methodology was intended, as this methodology lends itself 
to exploring topics where there is not a large amount of existing literature 
(Windle, 2006) and suit the exploration of knowledge that is constructed (Dallos & 
Vetere, 2005), in this case notions of what roles CPs should play. As such, a semi­
structured focus group was envisioned. However, it was decided to change 
method to a quantitative approach. This is because there seemed some 
reluctance amongst the MDT to take part in this research, and it was agreed with 
the research supervisor that a short questionnaire would be more convenient for 
participants. Also, issues were raised about the lack of anonymity focus groups 
entail.
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Measures
No existing questionnaire was available, therefore a bespoke questionnaire was 
developed. The document New Ways of Working for Applied Psychologists in 
Health and Social Care; Working Psychologically in Teams (Onyett, 2007) was used 
to guide questions, as it indicates potential roles for CPs, as envisaged by NWW. 
Thus, questions reflected areas such as integrating within MDTs, consultation, 
supervision, leadership and promoting effective client and carer involvement. 
Appendix A shows how specific questions map onto these areas. Thirty-seven 
roles for CPs were identified; participants were asked if they thought CPs carried 
out each role currently, and whether they might in the future. Participants were 
asked to respond 'yes' or 'no' in response to the statements and were also asked 
to record their job title.
Setting and Participants
Staff from two CMHTs were asked to participate. Twenty out of potentially 
twenty-six clinical staff completed a questionnaire (77%). Sixteen people recorded 
their profession; Table 1 summarises this information.
Procedure
In the CMHTs monthly Business Meeting, which all staff attend, verbal and 
written information was given about this project. The information sheet 
(Appendix B) and the questionnaire (Appendix C) were circulated via this meeting, 
email and post-trays. People were asked to complete the questionnaire within 
four weeks and return it by email or by internal post. Four questionnaires were 
returned after this time; to increase this number, the deadline was subsequently 
extended and people were reminded, both by email and in person.
Ethics
In discussion with the research supervisor and university SRRP tutor, it was agreed 
that this project was a service evaluation. Therefore ethical consent was not 
required. Other ethical issues were considered and discussed, such as 
confidentiality, the safe storage of data, potential to cause distress and consent 
issues.
Table 1- Professional roles of participants.
Profession Number of Participants
Psychologist 2
Social Worker 6
Community Psychiatric Nurse 3
Psychiatrist 2
Team Manager 1
Occupational Therapist 1
Support Time and Recovery Worker 1
Not Recorded 4
RESULTS
Analysis
The computer software SPSS was used to organise and analyse the data collected. 
Only descriptive statistics are presented due to the nature of the data and the 
aim of the study. One possible avenue for exploration, a comparison of responses 
according to staff profession, was inappropriate, as the number of participants in 
each group was too small.
Overview of What MDT Staff Perceive as the Roles that CPs Should Play in the 
Future
Table 2 shows the roles listed in the questionnaire, and the number of 
participants who felt CPs should carry out these roles, now and in the future. 
Roles with a particularly large discrepancy between present and future include 
providing teaching/training (a difference of n=4), carrying out research/evaluation 
(n=6), providing training to clients/carers (n=7) and involving clients/carers in 
leadership/management (n=5). In each example, more felt this should happen 
than those who felt it currently happens.
Figure 1 shows the roles that were most endorsed; those roles that at least fifteen 
participants felt CPs should play in the future. The highest rated roles are 
developing formulations, running group and working with families.
Table 2. Roles identified as part of present and future role of CPs.
CPs play this CPs should
role now play this role
N=201 in the future
General Roles Within CMHTs
Taking part in core assessments 16 16
Being a care coordinator 15 12
Taking part in CPA reviews (where Psychologist is Care
Coordinator) 15 15
Discussing/reviewing Psychological input as part of CPA reviews 14 17
Taking part in team meetings 18 17
Taking part in service planning 13 15
Assessing and evaluating client outcomes 18 17
Developing formulations 19 17
Working in Different Ways
Working with families 19 18
Running groups 16 18
Developing and providing self-help materials for clients 16 16
Supporting clients with daily living tasks 10 10
Supporting clients to take medication 9 10
Supporting clients with education, employment and leisure
activities 9 9
Supporting clients to access community services 14 14
Working with clients in a range of settings 12 15
Working with clients who are in crisis 16 16
Working with clients who are seen as inappropriate for
psychological services 7 8
Early detection and prevention of psychotic states 15 14
Working with Other Staff
Supporting staff to provide psychological support to clients 18 18
1 Please note that not everybody answered every question. To reflect this, percentages are 
used in some parts of this report.
Supporting staff to reflect on their work, such as how their
feelings might affect them and their work 11 13
Advocating different ways of working e.g. the psychosocial
model, social inclusion and recovery model approaches 14 14
Supporting the team to share information 16 16
Supporting staff to have helpful team discussions, including
constructive conflict 13 13
Supporting everyone in the team to have influence over decision­
making 14 15
Sharing ideas and finding solutions to problems with the team
(i.e. Consulting with the team) 18 17
Sharing ideas and finding solutions to problems with individual
staff (i.e. Consulting with individual staff) 15 15
Providing supervision to individual staff 8 9
Being leaders within the team 10 12
Providing teaching and training 9 13
Carrying out research and service evaluation 9 15
Promoting Service User and Carer Involvement
Increasing the involvement of clients and carers in planning their
care 14 16
Involving clients and carers in service development 9 13
Involving clients and carers in leadership and management 6 11
Supporting clients to have access to information 15 15
Providing training to clients and carers 6 13
Roles that participants fe lt Clinical Psychologists should play in the
future
_0J
s
Carrying out research/evaluation 
Supporting the team in decision making 
Working with clients in a range of settings 
Taking part in service planning 
Taking part in CPA reviews 
Consultation to individuals 
Being a care co-ordinator 
Supporting clients/carers to access information 
Increased client/carer involvement in planning care 
Taking part in core assessments 
Supporting team  to share information 
Working with clients in crisis 
Developing and providing self help material 
Assessing and evaluating client outcomes 
Reviewing psychological input in CPA reviews 
Consultation with the team  
Taking part in team meetings 
Developing Formulations 
Promoting culturally sensitive services 
Supporting staff to provide psychological input 
Running groups 
Working with families
14 15 16 17
Number of participants
18
Figure 1. CP roles identified as important by majority.
Roles identified by NWW
Integrating within teams
These questions covered the core functions of MDT staff, including administering 
core assessments, being Care Co-ordinators and attending team meetings and 
CPA Reviews. Overall, participants felt that CPs should carry out these roles. The 
role that most participants (n=4, 25%) felt CPs should not play was that of Care 
Co-ordinator.
Consultation
There were questions about if CPs should carry out formal consultation roles, and 
also informally, for instance by reviewing psychological input as part of CPA 
reviews. There was a trend of participants feeling CPs should fulfil these roles, in 
particular team consultations and developing formulations (n=17 and 94% for 
both). There was also strong support for CPs supporting staff to provide 
psychological input (n=18, 100%). The role most people felt CPs should not play 
was supporting staff to have helpful discussions including constructive conflict 
(n=4, 24%).
Supervision roles
Participants were asked whether CPs should provide supervision; nine participants 
felt they should (53%), though eight people felt they should not (47%). However, 
there were more who felt CPs should support staff to reflect on their work (n=13, 
81%).
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Leadership
There were questions about several aspects of leadership. Many people felt CPs 
should take part in aspects of leadership such as service planning and supporting 
staff to have influence over decision-making (both n=15, 88% and 83% 
retrospectively), but less felt CPs should be formal leaders in teams (n=12, 71%). 
There were mixed feelings about the role of advocating different ways of working; 
fourteen people felt they should (78%), and four people felt they should not 
(22%).
Promoting effective roles o f service users and carers
Participants were asked if CPs should play roles in increasing service user and 
carer involvement in a number of areas; there were mixed responses. Sixteen 
people felt CPs should play a role in increasing the involvement of clients/carers in 
planning their care (100%), and fifteen felt CPs should support clients/carers to 
have access to information (88%). Only eleven felt CPs should involve 
clients/carers in leadership and management (69%). There was similar 
ambivalence around CPs involvement in service development and training (for 
both, n=13 should be involved, 81%). It is unclear whether this reflects 
perceptions about client/carer involvement in general, or the role CPs play in 
facilitating this.
What Roles Should CPs Not Play?
Figure 2 shows those roles that are the least 'popular'; that is, roles that at least 
20% of participants said CPs should not play in the future. This figure 
demonstrates that half of participants answering this question felt CPs should not 
support people seen as inappropriate for psychological support, and just under 
half felt CPs should not provide supervision.
Roles that participants fe lt Clinical Psychologists should not play in the
future
Supporting staff with discussions, inc constructive 
conflict
Advocating different ways of working 
Being a care coordinator 
Supporting clients to take medication 
Support clients with daily living tasks
0)
cc Supporting clients with education/employment/leisure  
Involving clients/carers in leadership and management 
Being leaders within teams 
Provide supervision
Work with clients seen as inappropriate for psych, 
services
0 5 10 15 20 25 30 35 40 45 50
Percentage of participants
Figure 2. CP roles that at least twenty percent of participants felt CPs should not 
play in the future.
DISCUSSION
Responses from participants generally echo the NWW agenda, endorsing the view 
that CPs should play a wide range of roles in CMHTs. Responses suggest that 
participants feel CPs should provide wide-ranging psychological input to clients, 
carers and staff, though there seemed to be some ambivalence when considering 
other roles within teams, that perhaps traditionally would have been carried out 
by other staff members.
Interpretation of Findings
(1) What do MDT staff perceive as the roles that CPs should play in the future?
The roles that are particularly valued are those unique to psychologists; proving 
psychological insight and innovative therapies. What people are less enthusiastic 
about are roles typically seen as the domain of other professionals such as 
managers and social workers.
(2) How is this perceived as different from what CPs do now?
There were several roles that a number of participants felt CPs do not do now, but 
felt CPs should do in the future. Overall, the results indicate that participants feel 
CPs should play a wider range of therapeutic roles than they currently do, but not 
necessarily a wider range of general CMHT roles.
(3) How do people's perceptions compare to the way NWW envisions the future 
of CPs in MDTs?
The NWW agenda expands the roles currently associated with CPs. However, 
several of the more non-traditional roles were ones participants felt CPs should 
not play, including being leaders and Care Coordinators. One interpretation of the 
results is that a sizable minority felt CPs should not carry out roles that perhaps 
traditionally would be carried out by other members of the MDT.
Feedback about this project has been given to one of the CMHTs, during a team 
meeting. An overview of the project was provided, alongside a summary of the 
findings. See Appendix D for a copy of the notes used for this presentation, and 
Appendix E for a letter from the Team Manager expressing thanks for the 
presentation. MDT staff seemed pleased to receive this information, and were 
interested in the findings. Following my presentation, there was an interesting 
discussion, including how changes in CP's roles might influence and be influenced 
by other changes within community mental health services and the NHS generally. 
A similar feedback session for the other CMHT is planned for the near future.
Strengths and Limitations
Adapting the design of this project from focus group to questionnaire meant more 
participants could be involved. However, twenty participants is still a relatively 
small sample. Validation of findings would necessitate using a larger sample, and 
this would also enable a comparison between professional groups. Another 
strength resulting from changing in design was that there was an increase in 
anonymity, although a Trainee Psychologist carrying out a survey about CPs may 
still meant that there was a social desirability response bias (Logan et al., 2008).
Informal feedback suggested that staff have limited knowledge of the roles of CP, 
actual and potential. This seemed especially the case for those participants who 
were new to the service, and this may have affected their responses. Related to 
this, there is a high percentage of agency staff working for the service. In 
retrospect, it would have been advantageous to collect information such as how 
long the participant had worked with the team and how much they had worked 
with CPs, in this or past roles. It would perhaps also be valuable to consult clients 
and carers, enabling a better understanding of how users would like services to 
develop, something advocated by NWW.
Using a bespoke questionnaire meant the specificities of this project could be 
accommodated, in order to gather data needed to answer the research questions. 
However, it has not been tested for validity and reliability, so it is not known if the 
questionnaire measures what it should, or would give the same results if it was 
used again amongst the same group. Similarly, a drawback of not using a 
standardised measure is that there may have been design issues; a high number 
of participants did not complete the questionnaire fully, and many sought 
clarification on how to answer questions.
Conclusions
The original research question was 'what do multi-disciplinary staff perceive as 
the roles that CPs should play in the future, and how is this different from what 
they do now'. The questionnaire addressed this, and has suggested some 
answers. The data does not indicate why the participants feel this way; perhaps it 
is because staff value CPs for their therapeutic expertise, perhaps it is because 
they do not see the reason why CPs should play more diverse roles. These and 
other possibilities should be explored in further research, perhaps utilising a 
qualitative methodology, because understanding why staff feel this way would 
enable CPs to work more harmoniously within CMHTs, rather than in opposition 
to them. Having open discussions helps services to be effective, and to meet the 
founding aims of NWW. Indeed, this way of working is itself espoused by NWW 
(Onyett, 2007). The findings of this project indicate that for CPs to function 
effectively in teams, they need to explain and demonstrate their value as key 
members of the MDT who have a diverse range of roles and clinical and 
managerial skills.
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Appendix A 
Source of Project's Questionnaire Questions
Text From NWW Document (Onyett, 
2007)
How this is Phrased in 
Project Questionnaire
"Integration does not mean genericism- 
everybody within the team blurring roles. 
We have seen above how diversity of role 
is important to team functioning. 
Integration is instead multifaceted with a 
range of markers. These would include:
■ Whether the psychologist undertakes 
some of the generic work of the team 
(e.g. conducting initial assessments or 
answering telephone calls on an open 
support line).
■ Whether the psychologist participates 
in team processes such as handover 
meetings, client review meetings. Care 
Programme Approach (CPA) process and 
team meetings, (p.14)
Taking part in Core Assessments
Taking part in CPA Reviews (where 
Psychologist is Care Co-ordinator)
Discussing/reviewing Psychological 
input as part of CPA Reviews
Taking part in Team Meetings
"Another key role for applied 
psychologists in achieving a formulation is 
the use of research-informed approaches 
to assessment and the evaluation of 
outcomes for service users." (p.23)
Assessing and evaluating client 
outcomes
Discussing client's problems and 
ideas about what might be the 
reasons for them (i.e. developing 
Formulations)
"The Aston group (e.g. Borrill et al., 2000) 
highlighted that effective communication 
requires:
■ Interaction: team members need to 
meet so as to co-ordinate activities, 
develop shared
understanding (based on examined
Supporting the team to share 
information
Supporting staff to have helpful team 
discussions, including constructive 
conflict
Page
100
assumptions as described above), share Supporting everyone in the team to
knowledge skills and experience, learn to have influence over decision-making
work together and feel safe with each
other.
■ Information sharing: to ensure
effective co-ordination and use of team
resources as they work together to
achieve the team's objectives.
■ Influence over decision making: to fully
realise the benefits of multi-disciplinary
team working, and to ensure that the
team makes informed, considered
decisions. Processes need to be in place
to ensure that all team members can
contribute their particular knowledge and
expertise in the decision making process
in the most effective way.
■ Participative safety: for team members
to be able to contribute fully to decision
making it is
important that they feel that there is a
climate of interpersonal safety; that they
can express their
views free from the possibility of attack
or ridicule. Participative safety is achieved
when team members feel free to
participate and share ideas, even if those
ideas are a little 'half-baked'. It allows
constructive controversy in pursuit of
excellence." (p.23)
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"Psychologists can support reflective 
practice in team contexts both through 
offering peer consultation (or 
supervision) as required in individual and 
team contexts but also as modelling being 
able to use and apply the consultation 
and reflections from other peers in the
team..... Individual peer consultation and
supervision processes can be offered by 
psychologists to individuals both within 
and outside the team,." (p.29)
Supporting staff to reflect on their 
work, such as how their feelings 
might affect them and their work
Sharing ideas and finding solutions to 
problems with the team (i.e. 
Consulting with the team)
Sharing ideas and finding solutions to 
problems with individual staff (i.e. 
Consulting with individual staff)
Providing supervision to individual 
staff
Supporting staff to provide 
psychological support to clients
"Harnessing the unique experiences of 
users and carers to inform practice is key 
to local service improvement, providing 
an evidence base from which 
commissioners and practitioners can 
identify and address the issues of most 
importance." The range of potential roles 
includes:
■ Involvement in own care planning and 
delivery collaborative care planning, 
informed choice, advance directives, self- 
help, use of direct payment, individual 
budgets, and other mechanisms for 
personalised care.
Increasing the involvement of clients 
and carers in planning their care
Involving clients and carers in service 
development
Involving clients and carers in 
leadership and management
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■ Involvement in practice development
providing feedback through complaints, 
satisfaction questionnaires, audit, 
outcome scales etc., presentation at team 
community meetings, staff away days or 
development meetings, designing service 
information literature, user-friendly 
documentation, providing staff training
■ Involvement in service development, 
leadership and management user-led 
service monitoring, user-led research 
design and implementation, 
representation on partnership forums, 
management, governance and 
commissioning boards, e.g. as non­
executive directors, selecting staff, 
contributing to staff appraisal
■ Direct practice involvement within 
services employment to existing posts, 
employment in user or care participation 
development posts, providing advocacy, 
befriending services, facilitating or co- 
facilitating support activities, e.g. support 
groups, befriending, facilitating or co- 
facilitating therapeutic activities, e.g. 
hearing voices groups (p.31)
"Information is also needed on how 
service users and carers can become 
more involved at all levels, from 
involvement in their own care through to 
involvement in wider service 
development.
Supporting clients to have access to 
information
Providing training to clients and 
carers
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It might be as simple as ensuring that 
people know how to complain. A 
particularly important area of training 
might be in how service users and carers 
can feel confident in relating to 
professionals and communicating within 
teams" (p.33)
"Applied psychologists need to highlight 
the skills that they can bring to the 
leadership role." (p.39)
Being leaders within the team
"Teaching and training has long been part 
of the applied psychologist's role." (p.44)
Providing teaching and training
"Applied psychologists have the 
competencies to carry out audit, service 
evaluation and research in a broad range 
of applied settings -  often in the context 
of team working." (p.46)
Carrying out research and service 
evaluation
"The following summarises some of the 
new ways of working that psychologists in 
these novel teams have in common, 
alongside changes in practice associated 
with inpatient settings and CMHTs (where 
they focus on people with psychosis and 
complex mental health needs):
■ Out of hours working, e.g. to see 
families and undertake group work.
■ Training alongside users and carers in 
their role as experts by experience e.g. on 
social inclusion, recovery, working with 
auditory hallucinations, etc.
Working with families 
Running groups
Working with clients in a range of 
settings
Supporting clients with daily living 
tasks
Supporting clients to take medication
Supporting clients with education, 
employment and leisure activities
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■ Seeing people in ordinary settings (e.g. 
their own homes, cafes, etc.) rather than 
in a mental health facility
■ Doing more tasks not traditionally seen 
as the role of applied psychology -  both 
as a means to engagement and as a team 
role; e.g. help with daily living (household 
tasks, help with self-care such as washing 
hair, etc.), help with travel (driving clients 
to get to sessions, accompanying 
someone on public transport, etc.), 
delivering medication, participating in 
leisure groups (pool, outings, etc.), and 
supporting access to community services 
(e.g. libraries).
■ Care co-ordination when capacity 
allows (see 'Psychologists in relation to 
the team' above).
■ Developing education materials, 
including leaflets and websites.
■ Working alongside like-minded 
colleagues as 'culture carriers' and 
advocates for psychosocial, whole 
person, strengths, social inclusion and 
recovery perspectives.
■ Working with clients whom traditionally 
psychology has seen as inappropriate 
referrals, e.g. people with psychosis, 
personality disorder, chaotic lives, not 
'psychologically- minded' or hitherto 
deemed unsuitable for psychological 
therapy.
■ Promoting culturally sensitive services 
including concerning youth (e.g. in early
Supporting clients to access 
community services
Being a Care Co-ordinator
Developing and providing self-help 
materials for clients
Advocating different ways of working 
e.g. the psychosocial model, social 
inclusion and recovery model 
approaches
Working with clients who are seen as 
inappropriate for psychological 
services
Promoting culturally sensitive 
services
Working with clients who are in crisis
Early detection and prevention of 
psychotic states
Page
105
intervention services), ethnicity, gender, 
sexual orientation, disability and religion. 
Working with clients who are acutely 
distressed or in crisis, and across the 
course of difficulties, from the acute 
phase of mental distress through to 
stabilisation and recovery.
■ Early detection and prevention, e.g. 
younger adults who are at very high risk 
of conversion to psychotic states ('at risk 
mental states') as early intervention can 
delay or stop conversion to a psychotic 
state." (p54-55).
"Planning decisions, for example, about 
the team's objectives, the assessed needs 
of the client group or substantial changes 
in operational policy. These decisions will 
extend to involve people outside of the 
team but clearly should include team 
members in order to ensure the decisions 
are informed by practical experience and 
to ensure appropriate ownership of new 
ideas and effective implementation."
(p.26)
Taking part in service planning
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Appendix B 
Information Sheet for Participants
New Ways of Working and XXXXX's Research Project-1 nformation Sheet 
What is 'New Ways of Working'?
New Ways of Working (NWW) has been around since 2003. It is described as a 
'way of thinking' about developing new roles for mental health staff, so services 
are effective and person centered. It is about considering different ways of 
delivering services, and exploring how staff roles can be flexible and responsive. 
The idea is that NWW provides the tools to achieve this.
Who is New Ways of Working For?
NWW is for everyone working in mental health. Since 2005, there have been 
national groups representing the different professions, each addressing their own 
issues. This has resulted in a set of themes which all groups want to take forward in 
a multidisciplinary forum.
Changes that have already been made include introducing SIR workers. Another 
example is Consultant Psychiatrists, who are starting to see people when needed 
rather than routinely.
What is XXXXXX's Research Project?
As part of my placement in XXXXXXXX CM HT and XXXXXXXXX CM HT, I am going to 
carry out a research project. XXXXXXXXX, XXXXXXXX and I were discussing what 
sort of thing I could do; thought we would look at the role Clinical Psychologists 
play in CMHTs.
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New Ways of Working means that the roles that Clinical Psychologists play in 
teams will change. We were interested in what staff think about our current 
roles- what they appreciate and find helpful, what is unhelpful or could be 
improved on. We are also interested in if and how people would like these roles 
to change; what might CMHT Clinical Psychologists do in the future?
What are the Details?
There are two parts to this research project.
1) A short questionnaire looking at these issues. I would be grateful if you could 
complete this.
2) A discussion meeting with staff, looking at people's ideas about this subject. 
This will be confidential- all your identifying details will be taken out.
People's comments and ideas would be used to influence Psychology support, 
helping to make sure that Clinical Psychologists provide the most useful support 
to staff and service users.
There doesn't seem to be other research looking into this, so potentially this 
project will be useful to other teams and Clinical Psychologists who too.
What's next?
Please take a few moments to complete the questionnaire when it arrives in the 
next few days. It would be great for as many people as possible to attend a focus 
group; dates will be suggested on the questionnaire, so please tick the dates that 
are most suitable for you.
If you have any questions, please feel free to talk to or email XXXXXX 
(XXXXXXXXXXX@XXXXX.nhs.uk).
Many thanks!
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Appendix C 
Project Questionnaire
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Roles of Psychologists within CMHTs
What you think Clinical Psychologists should do in Community Mental Health 
Teams. What roles should they play, what responsibilities should they have?
This questionnaire is part of a research project looking at how the work of Clinical 
Psychologists is changing. We are interested in the roles you think Psychologists 
should play within your team.
Please complete this questionnaire and return it to XXXXXXXXXXXX, Trainee 
Clinical Psychologist, by email or pigeon hole. All responses are confidential; no 
names are used, and questionnaires are seen only by XXXXXX (who is carrying out 
the research project). Taking part is voluntary, and questionnaires will be stored 
safely. If you would like support completing the questionnaire, or would like to 
discuss it, please contact XXXXXXX.
Many thanks.
Please state your job title/profession/role within the team:________________
(This is optional, and will enable us to see if different professions hold different 
views)
Please consider the following roles, and consider if the Clinical Psychologist in 
your team carries this out, or should do in the future.
A. General Roles Within CMHTs
Does the team's Clinical 
Psychologist Carry Out 
this Role?
Should the team's 
Clinical Psychologist 
CarryOut this Role in 
the Future?
Yes No Yes No
Taking part in Core Assessments
Being a Care Co-ordinator
Taking part in CPA Reviews (where 
Psychologist is Care Co-ordinator)
Discussing/reviewing Psychological 
input as part of CPA Reviews
Taking part in Team Meetings
Taking part in service planning
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Assessing and evaluating client 
outcomes
Discussing client's problems and ideas 
about what might be the reasons for 
them (i.e. developing Formulations)
Promoting culturally sensitive services
B. Working in Different Ways
Does the team's Clinical 
Psychologist Carry Out 
this Role?
Should the team's 
Clinical Psychologist 
Carry Out this Role in 
the Future?
Yes No Yes No
Working with families
Running groups
Developing and providing self-help 
materials for clients
Supporting clients with daily living tasks
Supporting clients to take medication
Supporting clients with education, 
employment and leisure activities
Supporting clients to access community 
services
Working with clients in a range of 
settings
Working with clients who are in crisis
Working with clients who are seen as 
inappropriate for psychological services
Early detection and prevention of 
psychotic states
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C. Working with Other Staff
Does the team's Clinical 
Psychologist Carry Out 
this Role?
Should the team's 
Clinical Psychologist 
Carry Out this Role in 
the Future?
Yes No Yes No
Supporting staff to provide 
psychological support to clients
Supporting staff to reflect on their work, 
such as how their feelings might affect 
them and their work
Advocating different ways of working 
e.g. the psychosocial model, social 
inclusion and recovery model 
approaches
Supporting the team to share 
information
Supporting staff to have helpful team 
discussions, including constructive 
conflict
Supporting everyone in the team to 
have influence over decision-making
Sharing ideas and finding solutions to 
problems with the team (i.e. Consulting 
with the team)
Sharing ideas and finding solutions to 
problems with individual staff (i.e. 
Consulting with individual staff)
Providing supervision to individual staff
Being leaders within the team
Providing teaching and training
Carrying out research and service 
evaluation
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D. Promoting Service User and Carer Involvement
Does the team's Clinical 
Psychologist Carry Out 
this Role?
Should the team's 
Clinical Psychologist 
Carry Out this Role in 
the Future?
Yes No Yes No
Increasing the involvement of clients 
and carers in planning their care
Involving clients and carers in service 
development
Involving clients and carers in 
leadership and management
Supporting clients to have access to 
information
Providing training to clients and carers
Are there any other roles would you like Clinical Psychologists to play in CMHTs, 
now or in the future? Please describe:
We would like you to be involved in a group discussion that we may have, to think 
more about these issues. To pick the most suitable date, please tick as many of 
these times that you would be able to attend, and please pencil them into your 
diary:
I could attend Wednesday 25th March at 2.30pm: □
I could attend Thursday 26th March at 10am: □
I could attend Thursday 26th March at 2.30pm: □
I could attend Friday 3rd April at 2pm: □
Please return this questionnaire by 1st March. Many thanks.
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Appendix D 
Copy of notes used for presentation 
to participants
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Presentation to Team 
Presentation to XXXXXXXXXXX CMHT 19th June 2009
Purpose o f today: to feedback what I have been doing and what I have found. To 
hear what people think about this.
What did I do?
Part of my role in the team is to carry out a piece of research, to help the work of 
the team.
After talking to the team's Clinical Psychologists, decided to look at what people 
think CPs should do in CMHTs in the future.
This is to help CPs understand what role they should play in CMHTs, and also 
make sure the CMHT benefits by getting the most appropriate support.
Who took part?
1 asked people across XXXXXXXXXXXXX CMHT and XXXXXXXXXXX CMHT to 
complete a questionnaire. This had questions about what roles people think CPs 
play now, and should do in the future.
20 people completed a questionnaire;
6 social workers
2 psychiatrists 
BCPNs
2 Psychologists
7 'other' (managers, STAR workers, people who didn't say their role).
What did I find?
Lots of data; going to look at two questions.
1. What do people think CPs should do in the future?
2. What do people think CPs should not do in the future?
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Question 1- what do people think CPs should do in the future?
The roles that most (17-18) people thought CPs should do in the future were:
• working with families and running groups
• developing formulations and assessing and evaluating client outcomes
• taking part in team meetings and team consultations, as well as supporting 
staff to provide psychological input
• promoting culturally services
So to summarize, 'popular' roles include involve working with service users in 
different ways, and providing consultation and psychological input to teams 
(rather than individuals).
Question 2 -  what do people think CPs should not do in the future?
Two most 'unpopular' roles (8 people) = providing supervision, working with 
clients who are seen as inappropriate for psychological services.
Other roles people felt CPs shouldn't play (4/5 people) = being leaders, being care 
co-ordinators, providing support with daily living tasks/education/leisure activities
These could be seen as CPs integrating in the team's work
What these results indicate people feel- a summary
Work in different ways, with both service users (groups, families) and staff 
(consultations, team meetings, supporting staff to provide psychological input).
Don't do tasks currently carried out by other CMHT staff (leaders, care co­
ordinators, support with daily living tasks).
Questions to the team:
• Do these results fit with what you think?
• How do you see CPs changing in the future?
• Why do you think people might want CPs to not do tasks currently done by 
others?
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Evidence of Service Related Research Project 
Presentation
Community Mental Health Team
London
Tel: 020< 
Fax: 0208i
D e a r # # # #
Thank you for attending t h e * # # # * *  CMHT team meeting on 19,h 
June to present to us your research project. It was interesting to hear what 
feedback you received, and how the information might be useful when we think 
about the future roles of clinical psychologists in the team.
With regards
CMHT Manager
Page
117
Abstract of Qualitative Research Project
Do trainees' perceptions of their first supervisory relationship impact on 
subsequent supervisory relationships and, if so, in what ways?
Supervision is considered a central part of Clinical Psychology Doctorate training, 
yet there is a paucity of research exploring supervision structures and processes. 
This is especially so for research utilising qualitative methods, which arguably 
better capture experiences, perceptions and relative understandings. The aim of 
this project was to explore what is learnt through supervision and whether, and 
how, this learning is applied to future supervisory relationships. Method: Five 
semi-structured interviews were carried out, using an interview schedule. All 
participants were second-year trainee clinical psychologists. A thematic analysis 
was used to analyse the data. Results: Four core themes were identified as 
important in contributing to the quality of the first and second supervisory 
relationships; subthemes are given in brackets: trainee needs (practical and 
emotional); supervisor qualities (positive mentorship, challenges, 
communication); things gained from the first year supervisory relationship 
(knowledge and skills, reflective practice, understanding diversity, personal 
growth); and transition to the next supervisor (expectations, comparisons, 
adaptations). Discussion: it was noted that those with a challenging first-year 
supervisory relationship were able to make better use of subsequent supervisory 
relationships. The authors reflected on how their own experiences and 
expectations were reflected in the findings. Limitations and assumptions inherent 
in this project were also discussed.
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Major Research Project
An exploration of suicide-talk in the NHS: A discourse analysis exploring how 
language is used in policy/guidance documents to construct suicide, and the 
functions of these discourses.
(19,985 words, excluding contents, abstract, acknowledgements, references and 
appendices)
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ABSTRACT
Much of the current research exploring suicide aims to find out why people die by 
suicide and what could be done to prevent suicide; this is despite little success in 
answering either of these questions. This project argues that the meaning of 
suicide is a neglected area of research, and sets out to explore how suicide is 
constructed within NHS policy and guidance.
Method: Three texts related to NHS policy and guidance were analysed. A 
Discourse Analysis methodology was used to explore what was achieved by the 
language used and what possibilities for thought and action were made available. 
Results: Four interpretative repertoires were presented; suicide as losing agency; 
professionalising suicide; medicalising suicide; and negotiating shame, blame and 
responsibility. What was achieved in using these interpretative repertoires, 
individually and in combination, was explored. Conclusions: Suicide was found to 
be constructed as belonging in the public sphere, and something which can be 
'fixed'. Additionally the authors of the publications constructed mental health 
services as responsible for suicide. As such, the authority and power of the NHS 
was (re)produced in these texts. Ways in which the findings might be useful was 
attended to, for instance creating more flexible subject positions, increasing the 
emphasis on relational aspects of support and supporting services to develop 
policies which enable this.
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INTRODUCTION
This research project is focused on understanding suicide. The definition of suicide 
is the subject of much debate, with definitions variously attempting to include 
ideation, intent, attempts and the act of suicide itself. According to Goldney
(2008) 'there has been a plethora of terms attempting to accommodate the 
semantics and diversity of suicidal behaviour. A pragmatic approach based on 
suicidal intent and physical lethality is of most clinical utility' (p.9). As such this 
project uses Goldney's 'pragmatic definition': 'a self-inflicted act resulting in 
death' (p .ll) .
Suicide has been written about since ancient times (Goldney, 2008); for instance 
there are over three hundred Greek or Latin words for suicide, each having a 
slightly different meaning (van Hooff, 1990). Suicide has variously been 
considered a philosophical or political act; a sin or transgression to be punished; a 
sign of degeneracy and constitutional weakness; as insanity; as a personal 
freedom; and currently, as a mental illness which has become the business of 
mental health services (Marsh, 2010). Although suicidal thoughts or behaviours 
are not a mental illness per se (Maris et al, 2000) the importance of suicide to 
mental health services can be seen in the development of policies and strategies 
specifically designed to address suicide (e.g. Department of Health, 2002; HM 
Government, 2011).
The human suffering and social, economic and spiritual costs of suicide have been 
well documented (Cutcliffe and Stevenson, 2008a). Large number of people are 
affected; for instance in 2007 over 4,400 people died by suicide in England and 
Wales (The University of Manchester, 2009) and it is estimated that for each of 
these deaths at least six people will be deeply affected (Department of Health, 
2010).
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This introduction will be divided into two parts. In part one it will be suggested 
that current suicide research and theories work to explore why people kill 
themselves and what would stop them. It will be suggested that the meaning of 
suicide is a neglected area in research, in particular how suicide is talked and 
written about.
In part two it will be argued that a 'turn to language' would be a valuable way to 
address this, by gaining insight into what suicide might mean in contemporary 
society and how it is constructed. Drawing on the theoretical framework of social 
constructionism, it will be suggested that the methodology of Discourse Analysis 
(DA) can be used to better understand how suicide is constructed through 
language and the possibilities for action that such language creates. The case for 
analysing NHS policy using DA in order to better understand how suicide is 
constructed in the NHS, and the implications of this, will be presented.
Finally the rationale for this project will be summarised, together with the 
research question, aims and objectives.
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Part One: Current Literature on Suicide
In this section a summary of current thinking and research around suicide will be 
presented. This has been organised into biological, cognitive, sociological and 
psychodynamic approaches. Additionally the current literature addressing how 
mental health services could prevent suicide will be explored. It will be argued 
that two key questions are implicitly addressed; 'why do people die by suicide?' 
and 'what would prevent suicide?'. The limitations of this field of work will then 
be explored.
Biological Approaches to Understanding Suicide
A substantial body of research works to uncover the biological causes of suicide, 
taking for granted that suicide is a result of psychiatric illness (e.g. Traskman- 
Bendz & Mann, 2000). Much of this research focuses on understanding the role of 
neurotransmitters. For instance in a review Traskman-Bendz and Mann (2000) 
found that deficiencies in serotonin are correlated with suicidal behaviour, 
however they also highlight that such studies rarely have control groups to 
compare against. The serotonin metabolite CSF 5-HIAA has also been studied; 
Lester (1995) conducted a meta-analysis and reported an association between 
people with a history of suicide attempts and lowered levels of CSF 5-HIAA, 
compared to a control group of people who were depressed but not suicidal.
According to Rogers and Lester (2010) 'one of the few methodologically sound 
approaches for studying whether a behaviour or trait is inherited is to use twins' 
(p.49), despite methodological flaws such as small sample size. A number of 
studies have used this method, and have established there are genetic indicators 
for suicide (e.g. Pedersen & Fiske, 2010). Research has explored which particular 
genes might be implicated. Perils et al. (2010) reported that although there 
seemed not to be one single 'suicide gene', there was evidence to suggest a 
combination effect of different genes.
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Goldney (2008) highlights that it is unclear how these biological factors are 
correlated with suicide, and that biological approaches to understanding suicide 
ignore contextual and environment issues. Additionally, it might be argued that 
this research constructs suicide as a fixed thing that can be known through 
understanding the precise biological mechanisms underpinning it. This does not 
allow for the meaning of suicide changing, dependent on culture or context.
Cognitive Theories of Suicide
There has been a significant amount of research which uses cognitive models to 
construct suicide as impaired thinking. Ellis and Rutherford (2008) summarise 
research showing the following traits are associated with suicide: cognitive 
rigidity; dichotomous thinking; deficient problem-solving; hopelessness; 
perfectionism; negative self-concept; ruminative response style; and overgeneral 
autobiographical memory. In recent years models have developed in complexity, 
looking at how such characteristics interact. For instance the Cry of Pain model 
(Williams, 1997) explores the links between feeling defeated, either by internal or 
external factors, feeling trapped with no hope of change, and feeling there is no 
hope of rescue. Suicide attempts are constructed as a response to a situation, 
informed by the cognitive characteristics of the individual.
Evaluations of these types of models tend to focus on the extent to which the 
cognitive traits do or do not link in the ways proposed. For instance in a study 
evaluating the Cry of Pain Model evidence is given to support links between 
defeat and entrapment with mood, but queries how defeat, hopelessness, 
entrapment, rescue and expectation feed into each other and combine (Johnson 
et al., 2008). These authors attempt to remedy these flaws by re-formulating how 
negative appraisals, entrapment and information-processing biases link. The 
resulting intervention is based on addressing the 'cognitive deficits' they identify.
Page
125
The interpersonal-psychological theory of suicidal behaviour (Joiner & Van Orden,
2008) takes these ideas in a different direction. The model is based on the 
correlations between different cognitive characteristics, but also explores the 
implications of this for the therapeutic relationship. They present a range of 
'empirical and anecdotal evidence' (p.82) supporting their theory, and 
recommend clinicians should emphasize belongingness within the therapeutic and 
other relationships.
Cognitive Behavioural Therapy (CBT) and Dialectic Behaviour Therapy (DBT) were 
shown to be effective in reducing suicide in a meta-analysis, although the authors 
cautioned that there is a publication bias towards 'successful' studies (Tarder et 
al., 2008). Third wave CBT approaches such as Acceptance and Commitment 
Therapy (ACT) (Hayes 2004) emphasises awareness and acceptance of suicidal 
thoughts and feelings and offers a different way to understand suicide. For 
instance, the notion of psychic pain being inevitable poses an alternative to 
changing suicidal thoughts and behaviour (Hayes, 2004).
It could be argued that the idea of stable cognitive characteristics, which underpin 
cognitive/CBT approaches, is an individualistic approach, ignoring variability and 
how meaning differs. Understanding why such cognitive features arise is not 
addressed, and issues of efficacy versus effectiveness (as discussed by Jobes et al.,
2009) suggest there is much we do not know.
Psvchodvnamic Theories of Suicide
Although psychodynamic theories vary, in general suicide is constructed as 
violence turned inwards. According to Perelberg (1999) 'violence and suicide are 
to be understood as expressing difficulties in thinking capacity. As part of this 
fundamental difficulty in thinking, there is a tendency for body and mind to
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become confused, so that violent acts on one's own or another's body are used to 
get rid of intolerable states of mind' (p.6).
Such theories work to understand why people hurt or kill themselves by 
theorising about unconscious desires and needs. Mentalization Based Therapy 
uses these ideas (Fonagy & Target, 1999) and has been shown as effective in 
reducing suicidal behaviours (Bateman & Fonagy, 2008). These theories offer an 
interesting way to understand what suicide might mean on an unconscious level.
Psychodynamic ideas have also been used to understand how clinicians respond 
to distressed clients. Menzies (1970) interviewed nurses working in a general 
hospital and found that nurses experience overwhelming anxiety in the face of 
constantly responding to suffering, ill-health and death. She interpreted their 
responses as 'primitive defences', and felt that the hospital's actions intensified 
these reactions. Lawlor (2009) reviewed this paper, and found it still relevant. 
These ideas raise questions about the role of NHS policy and practice as it is 
expressed through language, and how they affect the emotions, thoughts and 
behaviours of healthcare staff and people who use services.
Sociological Approaches to Suicide
There is a longstanding tradition of suicide as a sociological concern. Research has 
found factors such as gender, age, marital status and parenthood are correlated 
with suicide rates (Cantor, 2000). This type of research compares suicide rates 
between different subgroups, for instance male versus female suicide rates. 
However, this research is based on data collected in differing ways and therefore 
is seen as potentially unreliable (e.g. Goldsmith, 2002). Sociological research has 
also attempted to understand why such trends exist. A key reference is Durkheim 
(1897) who considered rising suicide rates to be caused by the rapid and constant
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change in late nineteenth century France, resulting in a crisis to individuals and 
society.
Current sociological and anthropological research increasingly recognises that 
suicide means different things to different societies at different points. Weaver 
and Wright (2009) illustrate how suicide has been seen differently; examples 
include suicide as a response to subjugation amongst South African Indians; as an 
indication of racial characteristics in the USA in the mid 20th century; and as a 
result of being over-worked in current Japanese society. Such research moves 
towards understanding the wider social meanings of suicide. This research offers a 
stark contrast to theories and interventions which work to understand suicide as 
an individual's 'problem'.
A large amount of current literature on suicide directly relates to the practices of 
mental health services. This research will now be reviewed.
Mental Health Services and Suicide Prevention
In 1997 to 2007 26% of people who died by suicide had been in contact with 
mental health services within 12 months of their death, and in 2007 10% of 
people who died by suicide were psychiatric in-patients at the time of their death 
(The University of Manchester, 2009). This goes some way to explaining why up to 
51% of mental health staff have direct experience of patient suicide (Ellis & Patel, 
in press).
Suicide has been identified as an important national concern by successive 
governments. The first National Suicide Prevention Strategy (Department of 
Health, 2002) set out goals including reducing suicide by 20% by 2010 and 
increasing research into suicide. A cross-departmental government paper (HM
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Government, 2011) indicates that suicide continues to be a priority. This can also 
be seen in policies which use suicide rates as an outcome measure of service 
performance (e.g. National Mental Health Development Unit, 2009).
Mental illness as predictor o f suicide
A significant area of suicide research focuses on identifying which psychiatric 
disorders are most linked to suicide. Harris and Barraclough's (1997) meta­
analysis found that thirty-six disorders indicated an increased risk of suicide. 
Similarly llgen et al. (2010) looked at the strength of association between different 
diagnoses and risk of suicide amongst a population of veterans, and found that 
although all diagnoses were correlated with a greater risk of suicide, people with a 
diagnosis of bipolar disorder or substance use disorders were particularly 
associated. Similarly, longitudinal studies look at the long term risk of suicide 
amongst people who have used mental health services. For instance Bakst et al. 
(2010) followed a cohort of people who had had a first-admission for psychosis, 
and analysed the risk factors correlated with suicidal behaviours over four years. 
They found that significant predictors for suicide attempts were prior suicide 
attempts or ideation, severity of depressive symptoms and thought disorder, long 
term substance use and younger age.
Lester (2000) critiqued this body of research for its over-reliance on diagnostic 
systems, especially as future revisions of such diagnostic categories will render 
this research meaningless. Further, correlates of suicidal behaviour are similar 
across diagnoses, and as such he questions the value of this research in increasing 
understanding of suicide. In addition one may question whether this body of 
research helps us understand why people without a diagnosed mental health 
problem kill themselves.
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Guidance on working with suicidal people
There is much national guidance on suicide prevention from the Department of 
Health, in terms of strategy (Department of Health, 2002) and how this should be 
implemented and monitored (National Patient Safety Agency, 2009). There have 
also been a number of books published that collate best practice (e.g. Hawton & 
van Heeringen, 2000; Robert & Lester, 2004).
Assessing risk is foregrounded as important. Cooper and Kapur (2004) outline a 
number of risk factors that assessors should be alert to including demographic 
information, mental health problems and social factors. Despite this emphasis, 
according to Goldney (2000) 'the sobering reality is that there has not been any 
research which has indicated that suicide can be predicted or prevented/ (p585).
As mentioned previously DBT and CBT have been demonstrated as effective in 
reducing suicidal ideation and self-harm. However there is limited research in this 
area. Trials tend to be based on small numbers and produce contradictory findings 
(Heard, 2000). Goldney (2008) identifies a respectful approach, non-judgement, 
empathy and a sense of connectedness as common therapeutic components. 
Whilst it appears that psychotropic medication can reduce suicide rates, this is 
based on the assumption that medication can treat underlying mental illness 
(Verkes & Cowen, 2000). Goldney (2008) emphasises that although there is some 
evidence for the effectiveness of medication, it should only ever be one 
component of a care package.
Mental health promotion approaches are increasingly popular, aiming to prevent 
suicidal behaviours and ideation developing. Such approaches include: working 
with the media to improve sensitivity and reduce stigma (e.g. Schmidtke & 
Schaller, 2000), with schools (e.g. Nelson & Armson, 2000), and early intervention 
services to limit mental health problems and their impact (e.g. National Institute 
for Clinical Excellence, 2002).
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The importance of retaining appropriate levels of contact is also emphasised (e.g. 
Hawton & van Heeringen, 2000; Duffy & Ryan, 2000). This ranges from 
maintaining telephone contact in primary care settings (Lewis, 2000) to the 
importance of observation as a way to 'manage' suicidal behaviours in an in­
patient context (Bowles, 2000).
It is noticeable that guidance documents foreground quantity of contact rather 
than quality, despite research showing that quality of therapeutic relationships is 
important (e.g. Happell, 2009). Additionally there is much emphasis on 
observation, particularly in inpatient settings. This has been seen as central to 
preventing suicide (e.g. National Institute for Clinical Excellence, 2005), yet it can 
be seen as degrading (Bowles et al., 2002). The emergence of a positive risk-taking 
approach (Morgan, 2010) works to address this, encouraging healthcare staff to 
see risk as something to be appropriately managed rather than eliminated.
However, there is a lack of evidence-based theory to guide clinical practice with 
suicidal people (Cutcliffe & Stevenson, 2007). Cutcliffe and Stevenson (2008a) 
report that actual practice does not reflect recommended practice, and suggest 
'tick-box' observation-style care is incompatible with developing close 
relationships. There is concern that mental health services are becoming 
increasingly coercive (e.g. Hannigan & Cutcliffe, 2002), for instance with the 
introduction of Community Treatment Orders in the 2007 Mental Health Act.
Additionally, there is mixed evidence to suggest these interventions are effective. 
According to Paris (2006) 'most people who end their own lives do so under 
circumstances in which prevention may not have been possible. It has not been 
shown that we have any consistent way of preventing these fatal outcomes for 
most people at risk' (p.237).
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Research exploring relationships between suicidal people and healthcare staff
There is increasing research showing the importance of relationships between 
staff and suicidal people. In a review of interventions Joiner and Van Orden (2008) 
report a 'belongingness intervention' by Motto and Bostrom (2001) as an effective 
intervention in preventing suicide. This consisted of sending personalised letters 
to patients who had disengaged from services and found it led to a 'preventive 
influence for at least two years.' (p.87). Other studies show similar schemes to be 
effective (e.g. Carter et al, 2007; Morgan et al, 1993). Although no studies explore 
why these postcards had a positive effect, they seemingly demonstrate the 
importance of 'the therapeutic relationship as a potential source of belongingness 
... of help, care and support' (Joiner & Van Orden, 2008, p.87).
Taylor et al. (2009) conducted a meta-analysis of attitudes towards clinical 
services by people who self-harm2. They found common themes of poor 
communication between staff and people who use services3, perceived lack of 
staff knowledge and lack of aftercare. Sun et al. (2006) interviewed and observed 
a sample of nurses and suicidal patients on a Taiwanese psychiatric ward; they 
found 'safe and compassionate care via the channel of the therapeutic 
relationship' (p.680) was core, and linked this to providing holistic assessments, 
protection, basic care and healing. They posit this as a model for nursing staff to 
instil hope in suicidal clients.
Research exploring the emotional impact for clinicians who work with suicidal 
people invariably shows a negative impact. For instance Alexander et al. (2000) 
looked at the impact of suicide on a sample of psychiatrists and found it included 
low mood, poor sleep or irritability for 33% of sample; changes in professional 
practice for 42% and consideration of early retirement for 15%. Similarly
2 This included, but was not limited to, people who showed suicidal ideation, intent or 
behaviours.
3 The term  'people who use services' is used throughout this report, as a preferred term  to  
service users, patients or clients. This is in an effort to use non-pathologising language.
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Coverdale and Roberts (2007) highlight a range of responses such as anger, shame 
and guilt, an impact on relationships with clients and a reduced willingness to 
tolerate risk. Despite this, there is very little research on how staff could be 
supported to better manage these experiences (Pallin, 2000).
Gaps in current literature on suicide
Minayo et al. (2006) argue that 'current [suicide] research highly values 
standardized questionnaires and distant variables, funnelling and narrowing the 
field of study' (p.1589). A number of authors and researchers bemoan suicide 
research for its lack of ambition (e.g. Lester, 2000) and testable theories (e.g. 
Rogers and Lester, 2010). Methodological flaws have been identified such as non­
standardized definitions, measures and assessment procedures (Welch, 2001) and 
exclusion from clinical trials (Lakeland & Fitzgerald, 2009). In addition, Jobes et al.
(2009) describe a gap between clinical practice and practice conducted in research 
contexts. Indeed, despite the large amount of guidance there seems little 
research exploring if practice reflects guidance and, what little research there is, 
suggests it does not (e.g. Cutcliffe & Stevenson, 2008b). Critiques such as these 
reflect a construction of suicide as something which can be understood and 
prevented through the 'right' theory, measurements and assessments. It could be 
argued that both current research and how it is critiqued reflect a positivist 
epistemology; that is, that an objective truth can be known about suicide. This 
excludes the possibility of multiple meanings for people who are suicidal, the 
institutions they have contact with, and society.
Alternatively a social constructionist view would see suicide, as any other social 
phenomenon, as mutually (re)produced within and between individuals using 
language as the key vehicle (Burr, 1995). Thus, the question is no longer about the 
cause of suicide but how suicide is constructed in language. This will be further 
addressed in the second part of this Introduction.
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The first part of this introduction examined the current literature on suicide and 
found that 'why do people kill themselves' and 'what would stop them' are the 
key questions current theories and research address.
It could be argued that this draws on assumptions that construct suicide as a 
stable, measurable phenomenon which reside in individuals, rather than as 
having collective societal meaning(s). A different way of understanding suicide is 
as something which means different things to different people at different 
times, in different places. The sociological research illustrates this alternative 
approach. In the next section, the merits of a discursive approach to 
understanding suicide are presented.
Page
134
Part Two: Looking Again at Suicide: A 'Turn to Language'
In this section how the term 'suicide' can be understood as a linguistic construct 
in order to better understand what suicide might mean is explored. A social 
constructionist perspective is presented and used to argue that DA presents a 
valuable way to explore how suicide is discursively constructed and the 
possibilities for action created by these constructions.
Social Constructionism
Social constructionism is a theoretical framework with an epistemology and 
philosophy which presents an alternative to positivistic ways of understanding the 
world (Gergen,1994). It presents a useful framework for challenging the way 
much research and theorising currently constructs the term 'suicide'. Burr (1995) 
describes four features of social constructionism:
• Taking a critical stance towards taken-for-granted knowledge. Social 
constructionism problematizes taken-for-granted ways of categorising and 
observing, and questions unchallenged assumptions such as people who are 
suicidal are de facto mentally ill.
• Appreciating the historical and cultural specificity of how the world is 
understood; for instance how notions have changed over time and vary 
according to culture, discussed earlier.
• Constructing knowledge as sustained by social processes. 'It is through the 
daily interactions between people in the course of social life that our versions 
of knowledge become fabricated' (Burr, 1995 p.4). Thus the potential for 
understanding suicide by exploring language is explained.
• Knowledge and social action go together; different ways of talking about 
something lead to understanding it in different ways, and this leads to 
different possibilities for action. Burr constructs language as central to how 
we think, act and construct what is 'real'. As such, studying discourse is 
valuable.
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The definition of 'discourse' varies but is cautiously defined by Burr as 'a set of 
meanings, metaphors, representations, images, stories, statements and so on that 
in some way together produce a particular version of events. It refers to a 
particular picture that is painted of an event (or person or class of persons)' (Burr, 
1995, p.48). This leads to a different set of questions than those concerning what 
causes suicide and what prevents suicide.
Discourse Analysis 
Shared assumptions
DA is a qualitative research methodology drawing on social constructionism. 
Coyle (2007) outlines three of its core assumptions. Firstly, it positions language as 
a constructive tool, whereby people choose their words from any number 
available to them. Their choice will depend on how they wish to construct a 
version of reality be it an identity, an event or a concept. For instance how do 
clients, or psychologists, or politicians construct someone killing themselves? Out 
of all the possible words they could have used, which ones did they choose and 
what reality did they construct by their choices? Secondly DA does not assume 
that language reflects an internal, psychological landscape. For example a DA 
researcher would not be interested in measuring psychologist's attitudes and 
beliefs about suicide, instead exploring how psychologists use expressed opinions 
to defend a decision. And thirdly, DA constructs language as having an action 
orientation, deployed to achieve something, be it to convince, justify, query. Of 
interest is what the language is doing and how. What would the psychologist be 
doing by expressing that opinion? How have they defended their decision?
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The social constructionist epistemology of DA means that it asks different 
questions than those which assume suicide is a fixed thing that can be prevented. 
Potter (2003) proposes that not all areas of study are suitable for a DA 
methodology. He identifies four foci for DA research: (a) how specific actions and 
practices are linguistically done; (b) how accounts are constructed and made to 
seem factual and objective; (c) the reframing of psychological concepts in 
discursive terms; and (d) how exploitation, prejudice and ideologies are 
expressed, justified or rendered invisible. Using social constructionism, it can be 
argued that these kinds of questions lead to a different kind of knowledge. Rather 
than understanding the essential 'truth' of suicide, DA works to understand how 
suicide is constructed through different kinds of talk and what possibilities of 
action this enables. Within these core assumptions are different approaches to DA 
in the UK, each differing somewhat in emphasis and approach.
Discursive Psychology
This approach, first described by Potter and Wetherell (1987), constructs people 
as active sense-making agents who continually (re)create meaning through the 
tools afforded by language. They advocate the exploration of psychological 
phenomenon in discursive terms and predominantly favour how people perform 
language in everyday, local interactions. Therefore discursive psychology 
researchers tend to explore conversations, either naturally occurring or carried 
out specifically for the research such as focus groups. While the immediate 
context is considered. Discursive Psychology has been criticised for not taking on 
board wider contexts including material and social meanings (Parker, 1992; Willig, 
2001). For example, a discursive psychology approach to a conversation between 
a suicidal parent and their child would focus on how authority is negotiated, but 
perhaps would not attend to wider discourses of parenthood.
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Foucauldian Discourse Analysis
Foucauldian Discourse Analysis (FDA) asks different questions to discursive 
psychology, the former focusing on what ways-of-being are made available 
through discourses and the latter focusing on how people use language to achieve 
a particular aim (Willig, 2001). FDA, based on the work of Michel Foucault, offers a 
methodology for understanding the ways language is used and focuses on wider 
contexts than discursive psychology does. For instance, Foucault (1982) claimed 
that institutions hold power by producing particular discourses, which are then re­
produced in interactions.
Foucault argued that these institutionally-sanctioned discourses make particular 
subject positions, or 'ways-of-being', available or unavailable by shaping options 
for what can be thought or felt ('subjectivities') or done ('practices'). Based on 
Foucault's work, Parker, cited in Willig (2001), defines discourse as 'sets of 
statements that construct objects and an array of subject positions' (p.245). 
Parker (1992) gives the example of medical discourse, which is produced in 
journals, General Medical Council decisions and speech acts by doctors; these 
practices reinforce each other by lending credibility as a cohesive corpus. As 
shown in part one of the introduction, mental health services have much to say 
about suicide and FDA offers a way to explore what these institutions achieve in 
their talk about suicide.
FDA draws heavily on the postmodern idea that there is no one true reality, but 
instead multiple realities exist. Foucault proposed a complex interplay between 
power and freedom in which one is necessary for the other, and therefore the 
potential to resist dominant discourses is ever-present. The constant challenging 
and (re)production of dominant discourses is why discourses are 
transitory/dynamic in nature. Many researchers have taken up the challenge of 
tracing the evolution of current discourses; for instance Marsh (2010) charts a 
range of historical discourses concerning suicide and explores how they have 
evolved into current discourses of pathology.
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Critical Discursive Psychology
A third approach argues for the synthesis of the above two positions, by 
considering both as issues relevant to a DA analysis. Wetherell (1998) 
acknowledges the importance of wider societal discourses and 'institutionalized 
forms of intelligibility' (p.394), whilst maintaining that how language is performed 
in a specific interaction or context is also important. Wetherell disputes that it is 
only societal discourses which determine subjectivity/identities; what is also 
important is reflexivity and 'the emergent and transformative properties' (p.401) 
of any given interaction. Whilst there is criticism that combining these two 
perspectives ignores their different theoretical backgrounds, others argue that 
they are simply differences of emphasis (e.g. Willig, 2001).
From methodology to method
There is reluctance and resistance amongst proponents of DA to subscribe to a 
"recipe" approach to research; Phillips and Hardy (2002) describe how an overly 
rigid approach would limit creativity, undermine the philosophies of DA and 
oversimplify the complex nature of the material DA wishes to study. Whilst some 
researchers do give guidance on how to do DA research (e.g. Parker, 1992; Potter 
& Wetherell, 1987; Taylor, 2001; Willig, 2001) all keep their guidance general and 
emphasise the importance of flexibility.
Foucault, cited in Stevenson and Cutcliffe (2006), went further than this; he does 
not offer any guidance on how to use his ideas as research methods or tools for 
change, merely offering them as resources for people to use; 'I would like my 
books to be a kind of tool-box which others can rummage through to find a tool 
which they can use however they wish in their own area... I write for users, not 
readers' (p.523). This has lead to a wide variety FDA research projects, ranging 
from those that carry out a critical reading of interview transcripts to identify 
discourses (e.g. Payne & Nicholls, 2009) through to those who use Foucault's 
concepts to theorize and 'problematize' current practice (e.g. Powell, 2009; 
Stevenson & Cutcliffe, 2006).
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DA can be used to analyse how social and psychological phenomena are 
constructed through language, and FDA can be used to analyse how language 
creates and denies possibilities for thoughts, feelings and actions. How these 
ideas have been applied to studying mental health and suicide is now explored. 
The examples that will be used illustrate that both interviews/focus groups and 
written texts such as policy documents are used in DA.
Discourse Analysis and Suicide
Studying mental health practice using DA is increasingly popular, particularly in 
order to understand discursive practices and challenge dominant discourses. For 
instance Stevens and Harper (2007) explored discourses around Electroconvulsive 
Therapy (ECT). They found that interviewers constructed recipients of ECT as 
severely ill, which had the effect of constructing distress as a biological issue and 
discounted other, non-physical interventions. The ways in which concerns were 
managed was also explored. Moore (2009) explored discursive practices used by 
clinicians who work with drug users, including the construction and reproduction 
of professional identities, the maintenance of boundaries between 'clients' and 
'clinicians' and the construction of drug users as chaotic subjects. Moore also 
identifies conflicting discourses; those that draw on the social model of health and 
those that emphasise that services aim to develop 'responsibilised subjects'. And 
Hui and Stickley (2007) used a FDA methodology to explore 'discursive 
perspectives' and 'conceptual themes' surrounding service user involvement in UK 
literature and health policies; they explored how concepts such as power, policy, 
practice and experiential expertise were constructed in different ways.
In addition, there is a small amount of varied DA research that has focused on 
suicide. Examples of this diverse research include Roen et al. (2008) who drew on 
FDA to analyse interviews and focus groups with 69 young people in order to 
explore how they made sense of suicide. They described four 'frameworks of 
understanding': suicidal subjects as other, suicide as something that is accessible
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to young people, the desire to rationalise suicidal behaviour and defining suicidal 
subjects in terms of their relationships with others. They used DA because 
'through tracing the sense-making processes that young people negotiate, there is 
the opportunity to identify points of resistance -  instances where suicide ceases 
to make sense -  and it is these points of resistance that provide opportunities for 
suicide prevention' (p.2089). Robertson et al. (2010) used a discursive psychology 
approach to analyse interviews with two nurses following their experience of a 
patient dying by suicide. They explored how the participants discursively used 
scene setting, risk assessment, attributing for the suicide and contradiction and 
variability to attend to accountability and blame.
Written texts can also be analysed using FDA to better understand suicide. For 
instance Stevenson and Cutcliffe (2006) 'raid' Foucault's toolkit to problematize 
the practice of 'special observation' in psychiatry with those patients deemed at 
risk of suicide. They analyse written recommended practice and argue that 
discourses of risk lead to the emotional detachment of clinicians, the creation of 
an 'industry of risk' and the holding of patients as responsible yet also 
untrustworthy. Marsh (2010) presents perhaps the most detailed example of a 
FDA analysis of suicide. He presents current thinking shown in professional 
journals, reports, and newspaper articles, also touching on government policy 
documents. The analysis constructs suicide is as 'a form of pathology or 
abnormality situated within the individual, and it is thus a matter for 
medical/psychiatric concern' (p.65). He highlights how this is (re)produced, argues 
that expert knowledge is constructed as more important than other ways of 
understanding, and contrasts current constructions with how suicide has been 
seen historically.
Whilst Marsh works to 'map a contemporary "regime of truth" in relation to 
suicide' (pp.7), this map is a broad landscape rather than a detailed survey. Both 
Marsh (2010) and Stevenson and Cutcliffe (2006) show how policy documents can 
be analysed using FDA to show how dominant discourses are (re)produced and 
the potential implications this has for clinical practice and subjectivity; that is,
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possibilities for action, thoughts and feelings made available. However both of 
these examples use exerts sparingly, if at all. This reflects a neglect of how 
language is performed in the specific context of the document; discursive 
practices are neglected at the expense of discursive resources.
FDA has been used to analyse policy documents in order to identify dominant 
discourses regarding suicide and how these create and deny various subject 
positions for clinicians and people who are suicidal. It has been suggested that 
they do not attend to the detail of how language is used to achieve these 
discourses and to construct subjectivities.
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Part Three: Aims and Objectives
In the first part of this introduction suicide was identified as an important issue for 
the government, mental health services and society. It was suggested that the 
scope of current suicide literature includes predicting and preventing suicide, and 
it was argued that these goals are based on a positivist epistemology which 
constructs suicide as a stable object which can be understood and prevented. It 
was suggested that exploring language could provide a different way of 
understanding suicide. In the second part of this introduction DA was introduced 
as an approach that looks at the performative aspects of language. FDA was also 
explored, including its application as a research method for exploring how 
language is used to (re)produce power and create possibilities for action and 
subjective experience. The case was made for its application to suicide, 
particularly in terms of analysing policy documents.
The current definition of suicide as a mental illness, alongside a summary of the 
policy and practice-guidelines produced in order to shape NHS responses to 
suicide, highlights the important role the NHS plays in contemporary 
understandings of suicide. The NHS is the key government-led institution 
responsible for the treatment and care of suicidal people in the UK. At its extreme 
the NHS has the power to deny liberty and to compulsorily oblige people to take 
psychotropic medication (Mental Health Act, 2007). Policy is a key way in which 
leaders within the NHS and Department of Health communicate ideal standards, 
priorities for services and expectations of clinicians and people who use services. 
It could be argued that NHS policy therefore is very relevant to understandings of 
suicide rather than, for instance, exploring suicide in popular culture. Thus, the 
aim of this study was to explore how accounts of suicide are constructed within 
a range of policy and guidance published within the NHS. The secondary aim was 
to consider the implications of accounts of suicide for the subjective experiences 
of those affected by such discourses.
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Further, the study had two objectives: first, to present an account of the 
interpretative repertoires used in the construction of suicide within a range of 
policy and guidance published within the NHS; secondly, to consider what actions 
are achieved through the constructions of suicide found, including subject 
positions these interpretative repertoires make (un)available. The research 
question the study set out to answer was: 'how is suicide constructed within 
NHS policy and guidance contexts?'.
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METHOD
Choice of Texts
Because FDA favours a wider system of meaning than dialogues between 
individuals, a wider range of texts are made available for analysis. Indeed, Parker 
(1992) offers 'all tissues of meaning' as texts (p.6). This can include spoken or 
written pieces of communication including naturally occurring data such as a 
policy and newspaper articles or events that the researcher has brought about 
such as a focus group. For the purposes of this project, it was decided to focus on 
publically available suicide-related policy or guidance documents relevant to the 
NHS, for a number of reasons:
Scope o f enquiry Firstly, policies or guidance documents are intended for the 
public domain, and could be considered a deliberate communication of 
authoritative thinking and idealised practice. Documents are a key method of 
communication in the NHS, and publically available documents such as those 
chosen for this project speak to a number of different audiences/stakeholders; 
people who use services, carers, frontline NHS staff, NHS managers and 
commissioners. As such they provide an opportunity for researchers to explore 
how high level NHS, Department of Health and Government leaders formulate 
and present suicide and suicide prevention practice, and how these leaders use 
such ideas, alongside accompanying rhetoric4, to achieve particular goals.
Relevance to clinical psychology practice A key concern of this project is that it 
will have relevance to clinical psychology practice. An advantage of using a
4 Atkinson and Coffey (2011) define rhetoric as "about how texts persuade their readers" 
(p.90). Edwards and Potter (1992) provide a fuller description, describing rhetoric of 
argument as "constructing claims in the form of logical, syllogistic or other well-known  
argument types [so] making them  external to the speaker or writer" (p.62).
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nationally applicable, widely available text is that it will have relevance and 
meaning to a wide range of clinicians, including clinical psychologists.
Ethical considerations Policies or guidance documents are "naturally occurring". 
That is, they are in the public domain regardless of whether they are sought after 
for research purposes or not. The analysis of publically available texts offers fewer 
concerns, for the researcher, about participants and ethical requirements. The 
authors of publically available documents will have an understanding that their 
words may be read critically and there is no need to consent to their words being 
analysed in a manner which challenges intent, underlying meaning or 
'authenticity' (Gill, 1996).
Description of Documents Selected
Three documents were chosen as texts. Unlike quantitative research methods, in 
qualitative research there is less onus on calculating an optimal sample size; 
researchers must use judgement to balance breadth of material with depth of 
analysis (Banister et al., 1994). It was felt that for a research project of this size, 
three documents would allow a sufficiently broad exploration of discourses whilst 
also allowing for a rich enough analysis consistent with a DA approach. The main 
criterion for selecting the three documents was recency and relevance. Recency 
was important in order to understand current suicide discourses in the NHS, both 
to explore discourses that are particularly relevant at the present time and to 
focus on depth of discourses rather than breadth. As such, all documents have 
been published within two years.
Relevance was achieved by choosing documents published by statutory 
organisations that are closely linked to the NHS in terms of the individuals 
involved in producing the documents, the targeted audience, and relevance to 
NHS practice. Documents were sought using the Department of Health website
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and the Mental Health Development Unit website5. Nine possible documents 
were found; five of these were reports of statistics (e.g. National confidential 
inquiry into suicide and homicide by people with mental illness: Annual report. 
The University of Manchester, 2009) and one was a 'workbook' of strategies to 
reduce missing persons (Bartholomew et al., 2009). The remaining three 
documents were those analysed for this project. These were all directly relevant 
to NHS practice, and differed according to audience, purpose and format. Thus it 
was felt they would present a satisfactory range of discourses of suicide in current 
NHS policy/guidance. The following is a brief description of each text.
Text One: 'Help is at Hand: A resource for people bereaved by suicide and other 
sudden, traumatic death' (Department of Health. 2010).
This document describes itself as follows:
This guide has been produced to help people who are unexpectedly bereaved 
following the suicide or sudden, traumatic death o f a friend or relative. It also 
provides information fo r healthcare and other professionals who come into 
contact with bereaved people, to help them understand the impact o f suicide and 
how they can provide support, (p.49).
As such it presents itself as having several audiences. It is forty-nine pages, 
downloadable as a PDF or available in printed booklet form, and divided into six 
sections including an introduction and a section on services and organisations that 
may be of help. It is made up of text, three columns on each page, and a variety of 
images. In addition it has a 'notes' page and two templates that people may 
personalise and use. The main text is in black, with images and headings in light 
blue and orange. An extract can be seen in appendix A.
5 http://www.suicideprevention.org.uk/ This organization, w ith close links to the  
Departm ent o f Health and the NHS, produced documents supporting the im plementation  
o f mental health policy.
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Text Two: 'Preventing suicide: A toolkit for mental health services' (National
Patient Safety Agency, 2009).
This twenty-six page document describes its aims as to
support mental health organisations in establishing a system fo r suicide audit 
which fits  their local context; promote the use o f case note reviews as a means o f 
changing how mental health organisations identify risks and measure 
performance; support the development o f local suicide prevention strategies; 
produce data which could potentially be merged at regional and national levels to 
identify trends fo r further learning (p.5)
It is available to download as a PDF; no individual authors are named. Text is in 
black and green; section headings are in shaded green boxes; and the images and 
diagrams present are coloured dark green, red, grey, blue, yellow and orange. It 
comprises an introduction section, an 'overview and instructions' section and 
eight Standards, presented sequentially in a tabular format with two columns; 
'criteria' and 'audit procedure'. References and a section of 'useful resources' are 
listed after the Standards. An extract can be seen in appendix B.
Text Three: 'No Health Without Mental Health. Delivering Better Mental Health 
Outcomes For People of All Ages' (HM Government. 2011).
This document states it is "being published alongside" the document 'No Health 
Without Mental Health: A cross-government mental health outcomes strategy for 
people of all ages' (HM Government, 2011), and its aim is described thus
This document explains in detail each shared objective, how it will improve mental 
health outcomes, effective interventions that we know work, and the underpinning 
evidence fo r these (p.6).
It is a ninety-nine page text-based document; the text is in black and the headings 
in navy blue. Writing is presented in two columns on each page; it is divided into 
an introduction and a chapter for each of the six shared objectives which are 
outlined in the introduction. There is a 'references' section at the end of the 
document. Whilst this is document is not published by the NHS/Department of
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Health, it is included as it is clearly related to NHS policy and practice. An extract 
can be seen in appendix C.
Analysis
A critical discursive psychology approach was used for the analysis. The analysis 
carried out was based on the stages described by Willig (2001). This is primarily an 
FDA method, exploring how wider societal discourses are drawn on and the 
implications of the language used for 'subject positions'6. Alongside this, this 
approach also attends to discursive practices within the immediate context of the 
text. As such, localised discursive practices and what they achieve, alongside a 
more critical look at the discursive resources made available, were both 
considered (as advocated by Wetherell, 1998).
Willig's six steps of analysis are:
1. Discursive constructions. In order to identify the ways in which discursive 
objects7 are constructed, all implicit and explicit references to them are 
highlighted. After a close reading of the texts, five discursive objects were 
identified as relevant; 'suicide', 'the person who died by suicide', 'the person 
who knows someone who died by suicide', 'seeking/receiving help' and 
'healthcare staff. The different ways in which these discursive objects were 
described was then identified.
6 Subject positions are similar to roles. Ed ley (2001) defines subject positions as "identities 
made relevant by specific ways o f talking" (p.210). Willig (2001) adds "when taken up, 
[subject positions] have implications for subjectivity and experience" (p.107).
For example, researchers may have several subject positions available to  them . These 
could include 'academic researcher', 'clinical trial researcher' or 'students doing research'. 
Each of these has a different implication for what the researcher might feel and think, and 
how they might carry out the research project in question. These feelings, thoughts and 
actions will be affected byways o f talking.
7 'Discursive objects' refers to the objects which are the focus of the study. Willig (2001) 
gives an example; "if w e are talking about 'love' and with what consequences, our 
discursive object would be 'love'." (p.109)
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For instance in Help is at Hand (HiaH) 'the person who died by suicide' was 
variously described as someone who was lost, someone who was a victim, 
and someone who wilfully avoided seeking help. These descriptions were 
organised into 'discursive constructions', or 'interpretative repertoires'. 
Interpretative repertoires can be defined as 'a lexicon or register of terms and 
metaphors drawn upon to characterize and evaluate actions and events' 
(Potter & Wetherell, 1987, p.138).
2. Discourses. Once the different ways of constructing the discursive objects 
have been identified, the differences between them are explored. These are 
then located within wider discourses which are prevalent and widely available 
as social resources. So in HiaH, different ways of talking about suicide drew on 
a normalising discourse, a moralising discourse and a shaming discourse. 
These wider discourses show what is taken-for-granted within a particular 
culture (Edley and Wetherell, 2001).
3. Action Orientation. In this stage attention is focused on where particular 
constructs are used in the text. Looking at the immediate context of a 
particular discursive construction, or interpretative repertoire, gives clues 
about its function and what is achieved by its use; this is termed its action 
orientation. 'A focus on action orientation allows us to gain a clearer 
understanding of what the various constructions of the discursive object are 
capable of achieving within the text' (Willig, 2001, p.110).
4. Positionings. Attention is now turned to which subject positions are offered 
by a construction. Each subject position will offer rights and responsibilities 
beholden on the person inhabiting that position. This is similar to roles, but 
offer 'locations from which to speak and act' (Willig, 2001, p . l l l ) ,  rather than 
fixed parts which must be enacted.
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5. Practice. Building on this, stage five looks further at these subject positions, 
exploring how these discursive constructions and subject positions open up or 
close down opportunities for action. As such, an explicit link is drawn between 
discourse in texts and how they shape what can be said and done, and can be 
seen as 'legitimate'.
6. Subjectivity. Where stage five looks at possibilities for action, stage six looks at 
possibilities for subjective experience- what can be felt, thought and 
experienced. In this way, experience is tentatively theorized.
As described in these six stages, FDA focuses on the subject positions (dis)allowed 
by discourse. Alongside this broad analysis of the institutional power to define 
possibilities for action and experience, this analysis will also hold in mind the finer 
detail of how language is performative. The term 'interpretative repertoire' was 
used instead of 'discursive constructions' in order to highlight the fluid nature of 
sets of discourses. The interpretative repertoires will be presented and discussed, 
followed by an exploration of how they can be seen to be working together.
Ethical issues
The research proposal for this project was subject to peer review, via a panel of 
University of Surrey Clinical PsychD research tutors. The texts used within this 
project can be found within the public domain, and no participants were involved 
in this project directly or indirectly. Therefore in agreement with the project 
Supervisors it was deemed not necessary to seek ethical approval, either from an 
NHS Research Ethics Committee or the University Ethics Committee. Similarly, 
ethical considerations such as informed consent, deception, right to withdraw, 
debriefing and confidentiality are not relevant.
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An important ethical issue raised by Gill (1996) concerns the difference between 
critique and criticism. Gill emphasises that DA should be an analytical exploration 
of the relationship between power and discourse, rather than attacking it with a 
priori assumptions. This is particularly important to remember when using a text 
that is in the public domain, and so does not have a 'human face' which may 
prompt researchers to be more balanced in their critique.
Credibility of the Study
Credibility was pursued by following the principles recommended by Yardley
(2000). These steps are:
1. Sensitivity to context. The research question guiding this project was situated 
within the existing literature base, both in terms of suicide-related research 
and mental-health related DA research. The context of current NHS thinking 
and practice was also considered throughout the project. DA by its nature 
foregrounds understanding context as vital.
2. Commitment and rigour. The texts were read repeatedly, and returned to 
throughout the project in order to ensure a thorough and careful analysis.
3. Transparency and coherence. In line with this principle the researcher aspired 
to present this report in a clear way, with a clear narrative connecting each 
part of the report. In the results, quotes from the texts were shown in order 
to be clear about the thinking behind the analysis. Additionally, aspects of 
reflexivity are considered below.
4. Impact and importance. The documents chosen were all published in the last 
two years, and the No Health Without Mental Health text is especially 
current. As such the texts contain relevant examples of current NHS discourse. 
In the discussion section, the usefulness of this project to various different 
groups is considered.
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Reflexivity
As discussed by Yardley (2000) and in line with all qualitative research 
methodologies, DA researchers are urged to consider themselves as participants 
in the research process (Parker, 2005), rather than objective, neutral 
investigators. I am aware of a number of ways in which my experiences have 
shaped this research project and my analysis.
Firstly, the choice of research topic was not a random one. My experiences as a 
volunteer on a helpline for suicidal people, as someone who has had suicidal 
thoughts and feelings, and having worked with suicidal people in the NHS had all 
led me to feel intuitively that suicide was not understood enough, and was 
seemingly something people avoided thinking about. This positioned me as seeing 
people who were suicidal as 'the underdog', a minority whose voice I wanted to 
be able to express. I was aware, in my initial readings of the text, that I was 
immediately adopting a very critical standpoint. I found it invaluable to repeatedly 
read the texts, bringing myself back to what was actually there rather than 
building an argument and trying to use the texts to provide evidence of this. 
Reminding myself that my analysis was just one way of reading the texts, and to 
hold my findings lightly, was something I continually returned to.
I initially found the lack of certainty in DA challenging. I felt conscious that, as a 
piece of academic research for a doctoral level qualification I needed to 'do it 
right'. This made me think about working in an academic context, the need to 
present a thorough, insightful, academic piece of work and how that weight of 
expectation shaped the way I carried out my analysis and wrote this report. It also 
prompted me to reflect on how other contexts such as my cultural background as 
White British, middle-class, gay woman might influenced how I 'read' the texts.
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As an NHS employee I was constantly relating what I found in the texts to my own 
experiences. In the course of this project I constantly thought about how the texts 
and other policy documents implicitly or explicitly shape my work, as well as my 
thoughts and feelings. I feel conscious of feeling oppressed by the policies I had 
read; how little creativity is seemingly 'allowed' outside of documenting and 
assessing. I feel this project has given me a helpful understanding of how policies 
can affect what people feel able to do, and the insecurity of acting outside of 
sanctioned actions. I was very aware that these and other experiences would 
affect how I constructed the interpretative repertoires as coherent themes8.
This project has made me think more carefully about how I talk and write and 
more aware of how others around me use discourse. In particular it has prompted 
me to consider the kind of work I want to do, and how I can voice uncertainty and 
create opportunities for alternative discourses, particularly those that might 
enable people who use services to have more control and power. As such, this has 
been a challenging, exciting and provoking research project.
8 "Discourses are not there waiting to be found but emerge" (Parker & Burman, 1993, 
p.156).
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RESULTS
In this section, the findings of the analysis are presented. Four interpretative 
repertoires drawn from the texts to talk about suicide are presented:
1. Suicide as losing agency
2. Professionalising suicide
3. Medicalising suicide
4. Negotiating shame, blame and responsibility
Each of these draws on a different "lexicon or register of terms and metaphors 
drawn upon to characterize and evaluate actions and events" (Potter & Wetherell, 
1987, p.138). In this case, the action/event is suicide. For each interpretative 
repertoire the performative aspects of discourse are explored, including subject 
positions which are made (un)available.
This is followed by an exploration of the interpretative repertoires in combination 
with each other and concludes that all authors work to construct suicide as a 
public business and the responsibility of mental health services.
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Suicide as Losing Agency
An important interpretative repertoire identified in the three texts was that of 
suicide as a loss of agency9. In this section, the ways in which each author used 
this interpretative repertoire is discussed, including an exploration of what this 
may mean for the availability of subject positions.
Suicide as losing agency in Help is at Hand Text
In HiaH multiple constructions of agency can be seen. Extract one shows how 
people who have died by suicide are described as acting from an irrational state of 
mind.
Extract one:
Your child may ask you why the person chose to die. You could say 
something like: "Mummy had an illness which made her feel very sad and 
confused. She fe lt so bad that she decided it would be better i f  she wasn't 
alive any more." P23,Cl,L22-2910
This extract deals with how to support children in the aftermath of a suicide. By 
describing the emotional state of the parent who died, the responsibility for 
deciding to die is directed towards the 'illness'. Thus the author guides the 
addressed audience to 'explain' suicide as a loss of agency.
9 Agency is not straightforward to define; Ahearn (2001) argues that the term  is used in 
multiple ways to achieve different functions. In this project the term  agency is used to 
refer to  "the socioculturally mediated capacity to act" (Ahearn, 2001 p.112).
10 The location of an extract within the text by page number (P), column (C), and line 
number (L). If the extract comes from a page not form atted in columns, this information is 
om itted. In the Suicide Prevention Strategy Text, whether the extract is a 'criteria' (C) or 
an 'audit procedure' (AP) is also indicated.
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Further, the extract shows the author directing people to be clear about why the 
person died yet undermines these as rational reasons ('an illness which made her 
feel very sad and confused'). These are examples where the author constructs 
suicidal intention as an irrational or 'disturbed' emotional response. The 
irrationality is further attended to by using 'mummy', an emotive description of a 
mother. This term calls on the construction of mothers as selfless and caring, as 
compared to people who selfishly choose to die.
An alternative construction used by the author is one in which suicide is an 
external event. This can be seen in extract two.
Extract two:
A common and disturbing aspect o f grief after suicide can be recurring 
images o f the death, even i f  you did not actually see it happen. 
P.14,C.3,L.2-6
By using 'it' and 'the death' in this extract, the author constructs suicide as 
abstract, a distant event detached from blame that just 'happens' without 
reference to anyone willing it to happen. In this way the author positions people 
who have died by suicide as victims of an event that happened to them, rather 
than someone who made a personal choice.
This can also be seen in frequent references to people being 'lost to suicide'. The 
discourse of losing someone to suicide works to transfer agency away from the 
person who died, to suicide itself, personifying suicide as having an unstoppable 
will. Extract three demonstrates this further.
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Extract three:
Suicide is seductive; when it  becomes an option, you toy with the idea o f it.
P.16,Cl,L.22-25
This extract comes from a quote from someone whose mother died by suicide and 
has had suicidal thoughts themselves. Interestingly the author again draws 
attention to the wickedness of mothers who kill themselves. The extract shows 
the author 'proving' that someone with direct experience also constructs suicide 
as having a will of its own. The extract therefore corroborates the author's claim, 
but also suggests the author feels their position needs corroborating by someone 
with a more 'legitimate' claim to this knowledge.
Suicide as losing agency in Suicide Prevention Toolkit Text
In the Suicide Prevention Toolkit (SPT) text the author uses an 'extreme case 
formulation' (Pomerantz, 1986) of suicide. This is a device whereby an evaluative 
dimension is taken to an extreme limit in order to achieve a justification. Extract 
four is an example.
Extract four:
Verify that staff remain vigilant and remove objects o f potential harm 
such as plastic bags, phone chargers and medications from high-risk 
patients P .ll,AP .la
Here, the author highlights just how dangerous suicide can be by describing 
seemingly innocuous objects as potentially dangerous. The need for a high level of 
vigilance and control over the environment is justified by constructing suicidal 
patients as resourceful and dangerous.
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Throughout the text the term 'high-risk patients' is used as a euphemism for 
suicidal people, enabling the author to generalise about the risky nature of suicide 
and the inability of suicidal people to make rational or 'safe' decisions. An 
exception to this terminology is shown in extract five.
Extract five:
The safety o f inpatients on mental health wards (and prison healthcare 
units) is the number one priority fo r all staff and service users. P.5,L.2-3
Here, because suicidal people are in agreement with a safety agenda and are 
behaving responsibly and rationally, they are referred to as 'service users' instead 
of 'high-risk patients'. This is an example of a contrast structure (Potter & 
Wetherell, 1987), in which if people are against suicide they are seen as rational, 
but if they are trying to die by suicide then they are not rational. This contrast 
structure functions here to emphasise that suicide is de facto irrational.
The text also constructs patients as passive, in need of protection and unable to 
control or care for themselves. This can be seen in extract six.
Extract six:
When the patient lacks capacity, the team has the authority to act in the 
patient's best interest P.12,AP.la
In this extract the possibility that clients may lack the capacity to give consent or 
be able to act in their own 'best interest' is discussed. The author presents this as 
a reason why staff could, and should, act against the wishes of people who use 
services in some situations. This constructs the rights of people who use services 
as transient and dependent on if they are deemed 'responsible'. As such this 
description has significant implications for the agency of both healthcare staff and 
people who use services.
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Throughout the HiaH and SPT texts, discourse is used to create subject positions 
of the wilfulness alongside helplessness. This enables the author and audience to 
sympathise with Victims' whilst holding that suicide is undeniably wrong. People 
who are suicidal may be seen as having polarised subjectivities; passive victims 
who need to be rescued and rejecters of help from family or service who know 
what is best for them.
This positions healthcare staff as keeping people physically safe by 'holding1 the 
agency denied to people who are suicidal. Because preventing suicide depends on 
services making decisions on behalf of people who use services, services become 
directly responsible for suicide. In this way suicide becomes part of the 
bureaucratic experience. Healthcare staff are tasked with controlling the 
environment, observing and recording; their agency is also highly regulated. These 
positions are entrenched, and neither people who are suicidal or healthcare staff 
are offered the flexibility to permeate role boundaries. This suggests there would 
be little scope for people who use services to become involved in planning their 
own care depending on their contextual meaning of suicide or for healthcare staff 
to support people who use services in this.
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Suicide as losing agency in No Health Without M ental Health Text
Rather than highlighting how different suicidal people are, the author of No 
Health without Mental Health (NHWMH) describes how users of mental health 
services should have the same expectations as they would from any other service. 
This can be seen in extract seven.
Extract seven:
People using mental health services should have confidence that the 
services they use are o f high quality and as safe as any services in the 
world. People should understand the risks o f their conditions, and the risks 
associated with treatments and approaches. They should expect to receive 
care when they need it, without risk o f additional harm or injury. 
P.73,C.l,L.19-27
This extract shows the author constructing people who use services as having the 
right ('should have') to expect to be given information about their 'conditions' and 
the 'treatments' available. This offers people who are suicidal the subject position 
of competent decision-makers, and what is more that this is their due.
Yet the last sentence of this extract also draws on a paternalistic discourse to 
construct people who use services as in need of protection from 'treatments' and 
the use of 'should' implies that the onus is on healthcare staff to be providing 
high-quality services.
This sentence also shows the author using an emotive vocabulary, presenting an 
assertion that is hard to argue with. This can be seen as an example of defensive 
rhetoric in that it 'resists discounting or undermining' (Potter, 1996, p.107). By 
building a strong argument that cannot easily be discounted, the author 
inoculates themselves against criticism.
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It could also perhaps be argued that in this text that suicide is constructed as 
'avoidable harm'. Extract eight shows it listed as one type of avoidable harm 
alongside others.
Extract eight:
Fewer people will suffer avoidable harm from the care and support 
services they receive; fewer people will suffer avoidable harm from  
themselves; fewer people will suffer harm from people with mental health 
problems. P.73,C.1,L.7-13
This extract shows some of the author's aims. In it, the author could be seen as 
constructing suicide as on a spectrum of 'self harm. In this way the author 
perhaps grounds suicide in a wider context, normalizing it, rather than 
constructing suicide as special and different.
However, close attention to the text reveals that less attention is paid to suicide 
than these other areas of 'avoidable harm'; there is no detail about effective 
interventions as there is for the others, and the detail of addressing suicide is 
relegated to a separate document. This last device in particular indicates that 
suicide becomes the responsibility of someone else.
In addition there is little within this text to link 'avoidable self-harm' with the 
language of death, loss and bereavement that can clearly be seen in HiaH. By not 
talking explicitly about suicide as a death the author can retain the possibility that 
suicidal people can still be rational decision-makers. One interpretation of this 
could be that the normalisation of suicide can only be maintained by the 
simplification of suicide, and by not referring to the details of someone dying.
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Professionalizing Suicide
This section describes a group of devices and descriptions in which suicide is 
constructed as the business of services and a professional issue. The ways in 
which this is achieved are discussed below. How these constructions may affect 
the (un)availability of subject positions is also considered.
Professionalizing Suicide in Help is at Hand Text
In the first section of this text ('Practical Matters') the author presents 
information on the 'practicalities' that follow suicide, such as Inquests and funeral 
arrangements. The author uses a vocabulary of official terms and explanations of 
procedures, rather than framing these in terms of how they are experienced. 
Extract nine is an example of this.
Extract nine:
Who can attend the inquest?
Any member o f the public can attend an inquest. Close relatives must be 
given details o f the time and place o f the inquest in advance. You do not 
have to go to the inquest unless you are summoned by the coroner to give 
evidence. P. 6, C. 1, L. 3 8-4 7
In this extract family members are first described in the third person, where they 
are told how the coroner 'must' provide them with the details of the inquest. 
Family members are then addressed directly, where they are told they do not 
have to engage with the inquest, unless 'summoned'. This works to describe the 
aftermath of a suicide as an official process, in which family members are at best 
peripheral to.
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In this way the author presents a realm of expertise which the author understands 
but family members are constructed as not understanding, and as needing to be 
guided through. This can also be seen in the question and answer format the 
author uses, in which headings are posed as questions.
Tracy and Robles (2009) describe a range of functions of questions in institutional 
settings. For instance in mediated political settings, questions are designed for an 
'overhearing audience'. In HiaH the over-hearing audience includes family 
members, who are here asked to witness authorial expertise.
The use of questions also allows the author to present themselves as an 
understander of bereavement. This can be seen in extract ten.
Extract ten:
How will I  pay fo r the funeral?
A funeral can be very expensive, and normally it is paid fo r from the dead 
person's estate (that is their money and possessions). P.8,C.3,L.18-23
Again, the author uses a question and answer format in which the author can 
occupy positions of both unknowing (as question asker) and knowing (as question 
answerer). In addition the author uses the first pronoun ('How will I'). This use of 
grammar positions the author as experiencer, which serves to mitigate against 
claims that the author does not understand the experiences of bereaved families.
Healthcare staff are similarly positioned as both experts and able to understand 
emotional experiences, although different from those of bereaved family 
member, for instance as shown in extract eleven.
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Extract eleven:
having known or provided care fo r the person who has died, they too are 
affected by the death. P.34,C.1,L.15-18
When the addressed audience is healthcare staff, less emotional language is used 
('affected by') and suicide is alluded to ('the person who died', 'the death'). In this 
way the grief of healthcare staff and family members are constructed as different. 
This keeps clear, distinct subject positions for family members and healthcare 
staff. This separation creates a role for the author as an intermediary, able to 
explain how healthcare staff feel to family members and vice versa.
Professionalizing Suicide in Suicide Prevention Toolkit Text
The author of SPT constructs preventing suicide as the explicit, primary business 
of in-patient wards; this can be seen in the title of the text. The Standards in the 
report lay out expectations of in-patient staff, an example of which can be seen in 
extract twelve where the author outlines expectations surrounding risk 
assessments and care plans.
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Extract twelve:
a. Check that staff are demonstrating the process which is documented in the 
risk assessments and care plans, fo r example, observation/engagement.
b. Verify that staff remain vigilant and remove objects o f potential harm such 
as plastic bags, phone chargers and medications from high-risk patients on 
continuous observation/engagement.
c. Make sure that patients who have had their level o f observation/ 
engagement increased since their last documented risk assessment have 
been recently* risk assessed by the MDT prior to being granted leave from  
the ward.
d. Check that the care plan refers to increased observation/engagement 
required in periods o f increased risk.
e. Obtain records o f observation/engagement and check that they:
/'. match nationally prescribed levels o f observation (National Institute fo r  
Health and Clinical Excellence (NICE) clinical guideline 25) based on the 
patient's risk level;
ii. do not contain any gaps in frequency o f observation.
f. Ensure the notes specify actions to take account o f the increased risks 
associated with the mood o f a patient suddenly improving.
g. Check that the care plan does not document periods o f leave or time o ff 
the ward while patient is under observation/engagement. P.ll,AP.la-g
Many of these points draw on both action and recording action ('ensure the notes 
specify actions'). This 'regulatory gaze' (Stevenson & Cutcliffe, 2006) constructs 
recording as central.
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By constructing inpatient wards as a safe place only by dint of their highly 
controlled nature and the highly controlled nature of staff actions, the author 
presents suicide as as much a risk to services as it is for individuals. As such, 
suicide prevention works for the needs of services as well as suicidal people and 
recording actions is presented as a way of protecting healthcare staff from risk.
Extract twelve also shows how the author constructs the work of in-patient staff 
to be composed of several detailed processes, frequently involving following a 
policy and documenting ('check that staff are demonstrating the process 
documented in the risk assessments'). Having multiple minute procedures which 
in-patient staff are expected to follow work to operationalise suicide as a series of 
risks to be observed, measured, controlled and treated. In this way, suicide is 
constructed as something that can be 'fixed' by following a set of procedures.
This is taken to an extreme in this text, where performance is measured using 
'radar diagrams' and 'dashboard indicators' (p. 7-8), devices used to quantify the 
extent to which services meet the Standards. In this way the author builds a case 
for heavily controlled ward environments encompassing both healthcare staff and 
people who use services.
Professionalizing Suicide in No Health Without Mental Health Text
In contrast to SPT, the author of NHWMH constructs the primary business of 
mental health services as providing high quality support. Examples of this can be 
seen in extracts thirteen and fourteen.
Extract thirteen:
[first overall aim:] improve the mental health and wellbeing o f the 
population and keep people well P.6,C.1,L13-15
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Extract fourteen:
Local systems can do a great deal to ensure that identification o f risks 
occurs effectively and quickly and that the local culture and systems 
support rapid learning and dissemination across all areas. P.74,C.l,L.4-9
Whilst these extracts do not directly refer to suicide, they could be seen to be 
positioning clinicians as responsible for 'keeping people well', including keeping 
people from becoming suicidal. Changing services so that they are high-quality, 
identifying risks and rapid learning are all seemingly commonsense ideas, and 
could be described as rhetorically self-sufficient arguments. Wetherell and Potter 
(1992) describe 'rhetorically self-sufficient' arguments as commonly used 
understandings which are 'a clinching argument, or as a principle which should be 
beyond question' (p.177). In fact these 'common sense' arguments have been 
described as contradictory in nature, giving them discursive flexibility (Billig, 
1997). They are used by the author of NHWMH to build a convincing case for 
'improving' services, and so can be seen as having a cultural and political context.
The author continues to do this by presenting existing services as damaging. The 
extract below is the first sentence of extract eight.
(Taken from extract eight):
fewer people will suffer avoidable harm from the care and support 
services they receive P.74,Cl,L.7-9
This accusation is discursively more risky, and undermines the positioning of 
healthcare staff as well-intentioned experts. Instead the author distances 
themselves from staff, holding them to account by openly criticising them. The 
author does not provide an explanation of how people are harmed by services, 
but by presenting services as harmful as a self-sufficient argument without
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needing qualification, the author presents this as fact rather than opinion. Thus, 
this device is used by the author to attend to the dilemma of stake11.
11 According to Edwards and Potter (1992) the dilemma of stake is "how to produce 
accounts which attend to interests without being undermined as interested" (p.158).
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Medicalising Suicide
This section explores the ways in which the authors use a medicalising 
interpretative repertoire. Each author uses it to construe suicide in different ways, 
which achieves different functions. These are discussed below.
Medicalising Suicide in Help is at Hand Text
Constructing suicide as a pathology or illness has been explored by a number of 
other researchers; for example it was the central motif for Marsh (2010). Two 
ways in which this is used in HiaH are by constructing suicide as an extreme or 
'infected' healthy emotion and as needing to be 'treated' by an 'expert'. Extract 
fifteen illustrates both of these devices being used together.
Extract fifteen:
Feelings o f 'not giving a damn' about anything or anyone are common, as 
is indifference to what happens to you and even suicidal feelings. If these 
feelings persist though, see your doctor. P.13,C.2,L.6-11
This extract shows the author using a broad explanatory principle (Potter & 
Wetherell, 1987) in which extreme feelings including suicide are explained as a 
normal, 'common' reaction to being bereaved. The use of 'even' enables the 
author to construct suicide as an extreme, but still an understandable feeling. 
Sympathy and understanding are also shown by the inclusion of poetry, emotive 
images and quotes from people with first-hand experience of suicide (see 
appendix A for an example of this). These devices position the text as different 
from a 'professional' report and the author as understanding and compassionate.
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However extract fifteen also shows the author cautioning that these feelings may 
become dangerous if they continue ('if these feelings persist'). In this eventuality 
the audience is instructed to seek expert help from 'your doctor' who is 
constructed as knowing how to 'solve' or treat suicidal feelings.
This relies on the 'category entitlement' (Sacks, 1992) afforded to doctors, that is 
there is an implied shared understanding that doctors can treat suicide, to the 
extent that this does not need further explaining. Thus, how the doctor, or other 
professionals referred to in a similar way throughout the text, will 'treat' suicide 
does not need to be explained.
Family members are similarly constructed as vulnerable to suicide. They are 
offered two possible subject positions; they can grieve and recover, which is 
normal and healthy, or fail to grief healthily and not recover, which will lead to the 
path of suicide. Constructing suicide as an something which may cause suicidal 
feelings in others ('people bereaved by suicide sometimes worry about whether 
suicidal tendencies are inherited and may become more vulnerable to suicidal 
thoughts', p.16), and explicitly describing the emotions of grief, places the 
experiences of family members in the public domain and means family members 
fall under the medical gaze in the name of preventing possible suicide.
The author also constructs health staff as not always able to 'treat' suicidal 
thoughts or behaviours. Extract sixteen shows how the author constructs 
healthcare staff as having limited powers.
Extract sixteen:
It is very difficult to see when a person gets to the point where they want
to take their own life, and even mental health professionals find it hard to
know when a person is particularly at risk. P.15,C.l,L.16-22
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However the author works to protect the status of healthcare professionals as 
experts, in this instance by using an extreme case formulation (Very difficult', 
'even mental health professionals') to emphasise just how hard it is to identify 
and 'catch' a suicide. The author describes how difficult it is to separate normal 
levels of risk from the times when people might be 'particularly at risk'. The 
author uses this rhetorical device to inoculate healthcare staff against blame. In 
this way, the author protects healthcare staff; they are experts, even though they 
sometimes 'fail'.
Medicalising Suicide in Suicide Prevention Toolkit Text
The author of SPT draws on the medicalising interpretative repertoire to construct 
suicide as an acute, rather than chronic, health issue. Extract seventeen comes 
from the Foreword section of the report. It refers to the National Confidential 
Enquiry into Suicide and Homicide by People with Mental Health Problems (2006), 
a document which the author foregrounds as important in shaping the SPT.
Extract seventeen:
However, this report also highlighted continuing concerns in a number of 
areas including:
•  inpatients dying by suicide whilst being off the ward without permission;
•  the transition from inpatient to community care;
• the management o f risk and risk assessment. P3,L.7-11
The use of an external source provides 'objective' corroboration (Potter, 1996) 
that suicide is about what is happening in the present, in this case the inpatient 
context and what immediately follows. A three part list (Jefferson, 1990) is 
additionally used to enhance the persuasiveness, perhaps also the thoroughness, 
of this construction.
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This use of a Medicalising interpretative repertoire implies that suicide and the 
risk it carries will end when the person is 'treated', 'cured' and discharged and 
justifies 'treatment' which consists of physically stopping people from killing 
themselves whilst they are in (inpatient) services. This is instead of focusing on 
why people become suicidal or how they might manage suicidal thoughts in the 
future. What is missing is empathy and compassion, and this has implications for 
the subjective experiences of both healthcare staff and people who use services.
Extract eighteen is a further example of this.
Extract eighteen:
Identify whether or not there are environmental problems fo r observation 
and engagement and, i f  so, that they include local arrangements fo r  
remedial action. P11,AP.5
This extract shows the author instructing auditors to scrutinise the physical 
environment, in order to make sure that staff are able to monitor patients at all 
times. The emphasis on 'environmental problems' positions control of the 
physical environment as a key plank of suicide prevention. An exception to this 
can be found in a footnote in the text, shown in extract nineteen. This footnote is 
located in the Inpatient Suicide Prevention Standard and is attached to the 
instruction to 'confirm that the ward has a daily therapeutic/activity programme 
that high-risk patients are attending' (p ll) .
Extract nineteen:
This should include programmes such as cognitive behavioural therapy 
(CBT), daily living skills exercise, relaxation, and anxiety management. 
P.11, footnote 2
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This extract illustrates the author using a footnote to separate the 'everyday' 
business of controlling the ward environment and patients in it, from non-physical 
care such as talking therapies and skills development. In addition the phrase 'such 
as' implies these 'programmes' are optional for the service, the details 
unimportant. This marginalisation of psychological support highlights that 
mechanised processes and environmental control are the favoured interventions 
for preventing suicide.
This mechanized approach can similarly be seen in extract twenty, where 
conversations between inpatient staff and family members are discussed.
Extract twenty:
I f  consent is given, family and carers are contacted within three working 
days o f admission and are given clear mechanisms fo r making contact 
with an informed member o f the clinical team at all times. This will be 
recorded on the care plan and a copy given to the patient. P13,Ct2
In this extract the author is prescriptive ('within three working days') and 
constructs family members as passive, their involvement conditional ('if consent is 
given') and structured by services ('given clear mechanisms'). These processes, 
constructed as measurable, are favoured instead of guidance on the kinds of 
relationships healthcare staff should be developing and or why this might be 
important. As such the author constructs involving family members as necessary 
for its own sake rather than because it achieves a purpose.
The favouring of mechanised processes over meaningful relationships can also be 
seen in how the author does describe relationships between clinicians and 
patients. The phrase "observation and engagement", seen in extract eighteen, are 
used repeatedly in the text, more frequently phrased as 
"observation/engagement", for example as shown in extract twenty-one.
Page
174
Extract twenty-one:
Examine a copy o f the current observation/engagement policy and check 
that it makes reference to periods o f increased risk— and includes 
guidance to raise or lower the level o f observation.Pll,AP.3b
The term "observation/engagement" is not explained, and so remains ambiguous. 
However by linking these terms together with a solidus ("/") the author can be 
seen to be positioning 'engagement', which carries connotations of talking, 
relating and understanding, as another way to observe and monitor patients. As 
such, developing relationships is constructed as a useful way to carry out effective 
observation. This can be seen in extract twenty-one, where the author describes 
how the 'observation/engagement policy' should vary according to risk, rather 
than positioning engagement as important in its own right. This means that the 
subject position for staff as emotionally engaging with people who use services is 
limited.
As victims of an illness, people who are suicidal are here as elsewhere constructed 
as 'hijacked', passive victims. The dominance of a medical explanation in SPT 
forecloses other possible explanations and so limits other meanings that can be 
made of suicide. This presents a narrow, one-dimensional subject position 
available to people who are suicidal. The richness of emotional experience is not 
attended to.
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Medicalising Suicide in No Health Without Mental Health Text
The author of NHWMH uses a medicalizing interpretative repertoire in order to 
construct suicide as a condition that can be prevented by intervening pre­
emptively. This can be seen in extract twenty-two.
Extract twenty-two:
The last 10 years have seen the establishment o f a specialised service 
model that provides evidence-based interventions fo r treating psychosis in 
the early phase and at a relatively young age (14-35 years old). There is 
an increasing body o f evidence that supports this approach as more 
effective than the traditional generic community mental health team 
approach.121,122 This includes evidence that early intervention fo r  
psychosis results in a better course o f illness, fewer symptoms at eight 
years old and a halving o f the suicide rate. P.37,C.1,L2-15.
In this extract the author is describing a type of service (Early Intervention in 
Psychosis) whose effectiveness is due to their treating mental health problems at 
an 'early phase'. The extract shows the author using references to indicate that 
this view is based on research and 'evidence'. This draws on an empiricist 
discourse (Gilbert & Mulkay, 1984) to enhance the credibility of the author's claim 
that this is an 'out-there', neutral truth (Potter, 1996).
Thus the effectiveness of Early Intervention services is constructed as objective 
evidence that suicide is preventable by early access to 'effective' services. The 
author constructs services which intervene at an 'early phase' as better ('more 
effective') and favourably compares them to other services, which are dismissed 
as outdated ('traditional generic').
This construction of suicide as a preventable condition draws on a public health 
discourse of mental health (for a detailed description of this see Pidd and
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Newbigging, 2002). Just as vaccines and good sanitation are constructed as good 
ways of preventing poor physical health, so services are similarly responsible for 
poor mental health, and by extension suicide. People who are suicidal are 
constructed by the author as able to recover, but need services in order to do this. 
Services, and healthcare staff, are therefore positioned as responsible for 
preventing the emergence of suicide. This can also be seen elsewhere in the text, 
for instance the first Shared Objective includes the goal that 'fewer people will 
develop mental health problems- by starting well, developing well, working well, 
living well and ageing well' (p.6). By drawing on a preventative public health 
discourse the author positions themselves as presenting a different, new 
approach to mental health. These new, better ideas are used to justify the 
changes the author asserts are needed.
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Negotiating Shame. Blame and Responsibility
Throughout the three texts shame, blame and responsibility surrounding suicide 
were attended to, and were consistently constructed as issues negotiated through 
dialogue. This section describes this interpretative repertoire and what was 
performed through its use.
Negotiating Shame, Blame and Responsibility in Help is at Hand Text
Extract twenty-three shows the author constructing shame as old fashioned and 
unacceptable.
Extract twenty-three:
Suicide was a criminal offence in England until 1961 and so i f  you grew up 
before this, you may feel a greater sense o f shame if  someone in your 
family takes their own life. You may be more reluctant to talk to other 
people about the suicide or to seek help, because you think it  reflects badly 
on your family. P.28,C.1,L.2-11
By drawing on shame as coming from societal values ('suicide was a criminal 
offence') and impacting on individuals ('you think it reflects badly'), the author 
constructs shame as an understandable, common reaction to suicide and uses this 
generalisation as a broad explanatory principle of why older people in particular 
might feel the stigma of suicide. The author positions themselves and other 'non- 
older' people as different from this, perhaps as non-judgemental, modern and 
forward thinking. It is also interesting to wonder why the author chose to 
foreground age as a way in which societal values affect individuals. Perhaps this is 
less controversial than considering how religious or ethnic backgrounds might 
affect how individuals respond to suicide. This perhaps demonstrates the author 
working to appeal to as wide an audience as possible, emphasising similarities 
rather than differences.
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In extract twenty-four the author offers advice on how to manage the tension 
between shame as understandable but undesirable.
Extract twenty-four:
When someone dies by suicide, their family and friends may suffer from  
intense feelings o f guilt, self-blame and self-questioning ... It may help to 
talk about your feelings with someone you trust to get a realistic 
perspective on them, but i f  you don't want to share your feelings, try not 
to blame yourself. You could make a list o f the things you did do to help 
the dead person. Try to remember that you could not predict the future 
and that nobody is responsible fo r the actions o f another person. No one is 
perfect, and the reasons fo r suicide are seldom simple. Try to forgive 
yourself i f  there are things you said or did which you now regret. I f  your 
feelings o f guilt persist, you might find it helpful to discuss them in a 
support group or with a counsellor. P.15,C.2,L2-5 and 24-43
The author writes, reassuringly, that families should not feel guilt ('nobody is 
responsible for the actions of another person'). Yet alongside this reassurance, 
the author draws attention to blame as an issue that needs to be resolved; what 
might be called an 'attentional bias' to issues of who is responsible. The possibility 
that the family is to blame is not discounted ('no one is perfect'). However the 
tension is constructed as resolvable with the help of rational friends who are 
positioned as arbitrators of what is true and not true.
Further, in both of these extracts the author uses a cautious tone ('may', 'try', 'if') 
and describes negative emotions as arising from the family members themselves. 
Additionally, by offering further guidance that family members should 'try to 
forgive yourself, a compassionate yet authoritative tone is emphasised, locating 
the responsibility to blame and forgive as a family responsibility. In these ways, 
the author manages the tension between constructing family members as 
potential holders of guilt and inoculating themselves against potential claims of 
being judgemental. This discourse constructs family members as vulnerable to
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guilt, with accusations of blame existing within and between them and the people 
around them.
Another tension which must be managed is that of healthcare staff 
accountability/blame. An example that illustrates this tension can be seen in 
extract twenty-five, which comes from the section of the report directed towards 
healthcare staff.
Extract twenty-five:
Many hospitals hold critical incident meetings aimed at learning from the 
experience -  rather than blaming anyone -  and identifying possible 
improvements P.34,C.3,Ll-5
This extract describes how 'hospitals' respond to a suicide. It demonstrates the 
author offering guidance on healthcare staff responsibilities ('learning from the 
experience') and what they may expect from others ('rather than blaming 
anyone'). In this section of the report the author is directly addressing healthcare 
staff. This positions families and friends as 'over-hearers' of the conversation 
(Goffman, 1981), which allows the author to reassure healthcare staff that they 
will not be blamed and family members that lessons will be learned. This works to 
deflect blame directed at healthcare staff and construct a favoured subject 
positions for family members and clinicians as calm and non-emotional.
The use of the proviso '-rather than blaming anyone-' in this part of the text 
manages the author's 'stake' (Potter, 1996). That is, the author maintains a 
position of disinterest and impartiality. However, naming the potential for blame 
perhaps means it remains a possibility.
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Negotiating Shame, Blame and Responsibility in Suicide Prevention Toolkit Text
In the SPT text conversations are similarly constructed as a forum for managing 
risk and blame. Extract twenty-six is an example of this.
Extract twenty-six:
Check that the jo in t CPA review and up-to-date risk assessment (including 
input from inpatient and community staff) are with the inpatient 
notes/electronic record*. When the patient lacks capacity, the team has 
the authority to act in the patient's best interest. P12,AP.la
*This should include a list o f inpatient staff, community staff and carers 
who attended the review, [from footnote section at bottom o f page 12].
Emphasizing the range of different staff who should be involved, and that their 
names should be recorded, highlights that these staff are to be held accountable 
for their assessment of risk, and possible suicides. In this way the author 
constructs the function of communication as managing risk and identifying where 
responsibility and accountability lie. This in itself is presented as a way of stopping 
suicide.
As in HiaH, the SPT text directs how blame and responsibility should be managed 
after a suicide happens. Extract twenty-seven shows the author's expectations of 
the 'SIM' ('Serious Untoward Incident') reviews.
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Extract twenty-seven:
To ensure the SUI review is carried out properly:
a. Check that specific local arrangements and recommendations were 
identified.
b. Check that a report o f the review was produced and that it was shared 
with the family/carer.
c. Check that the board received the reports that were produced and
details o f themes that emerged P.16,AP.4
The author describes SUI reports as a way to be accountable to managers, 'the 
board' and family members. In order for such reviews to be 'carried out properly', 
the sharing of information is paramount. Adhering to procedural detail is 
constructed as the focus of investigation, positioning the service as needing to 
prove it has followed procedure, as discussed in the Professionalising Suicide 
interpretative repertoire. However the author does not reassure healthcare staff 
in the way that the author of HiaH does. The author keeps open the possibility 
that staff will be blamed or held accountable, but by not specifying what the 
consequences are, they could be seen as literally 'unspeakable'.
Negotiating Shame, Blame and Responsibility in No Health Without Mental Health 
Text
Extract twenty-eight is an example of the author orchestrating the relationships 
between different organisations, in this case the NHS Commissioning Board, local 
commissioners and services.
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Extract twenty-eight:
[each objective in the document] identifies a number o f more detailed 
indicators that the NHS Commissioning Board may wish to consider using 
to assess progress and hold local commissioners to account; a number of 
indicators fo r consideration by local commissioners; and areas where 
outcome indicators may need to be developed to replace process 
indicators currently in use P.7,C.2,L18-27
A complex sentence structure is used in this extract, which perhaps works to 
position the author as powerful and expert. This sentence builds a complex 
picture of how outcomes ('detailed indicators') are used to assess whether 
services are meeting their commissioned aims, and whether commissioners are 
appropriately commissioning services. In this way, responsibility for the quality of 
services is at a higher organisational level than in the other texts. This emphasis 
on collective rather than individual responsibility can also be seen in the author's 
comments on the need to change service 'culture' (see extract fourteen).
By not referring to themselves in this complex structure and by using a cautious 
vocabulary ('may wish to consider', 'may need to  be') the author's stake as a 
disinterested guide is upheld. Thus, this extract shows how responsibility for the 
quality of services, which as discussed in Professionalising Suicide is identified by 
the author of NHWMH as key in preventing suicide, is given by the author to other 
organisations.
The Introduction section of the text formally identifies the author of the text as 
the 'Coalition Government'12. Reform of the NHS is a central policy agenda for the 
Coalition Government (Cabinet Office, 2010) and they have received criticism for 
proposed changes (e.g. British Medical Association, 2011; Mind, 2011).
12 The Conservative and Liberal Democrat Coalition Government formed in 2010.
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Therefore in this text it is important for the author to make sure they are 
inoculated against blame or accusations of political partisanship. Extract twenty- 
nine illustrates an example of how the author works to achieve this.
Extract twenty-nine:
Quality Standards will support the delivery o f the outcomes set out in the 
NHs, Public Health and Adult social Care Outcomes Frameworks. Quality 
standards provide an authoritative definition o f what high-quality care 
looks like fo r a particular care pathway or service. They are developed by 
NICE, in partnership with clinicians, leading experts, social care 
professionals and healthcare specialists P.8,C.1,L2-11
The author's stake is further managed by constructing a consensus (Edwards & 
Potter, 1992) on the value of change. The author positions 'NICE' as responsible 
for setting standards, which itself is positioned as taking its lead from clinicians 
and experts. This draws on membership categorisation (Potter & Wetherell, 
1987), the shared understanding that 'clinicians' and 'leading experts' understand 
what will prevent suicide and whose expertise can be unquestioningly trusted. To 
this end, the author uses membership categorisation as a justification for not 
specifying 'what high-quality care looks like' and constructs responsibility for 
initiating service-level change as originating from clinicians, for the benefit of 
people who use services. Thus a number of devices are used together in this part 
of the text, in order to carefully manage the author's interest.
It is interesting to note that whilst this extract illustrates a range of stakeholders 
who have helped develop the Quality Standards, people who are suicidal, people 
who use services and their families and friends are not included. This perhaps 
positions them as passive within this complex network.
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Interpretative Repertoires in Combination
The four interpretative repertoires have been shown to construct suicide in a 
number of ways, suggesting a number of subject positions for healthcare staff and 
suicidal people who use services. These interpretative repertoires can also be 
seen as working together. This is now explored.
Construction of a Coherent Authorial Subject Position
The interpretative repertoires can be seen to be working together to achieve 
coherent authorial subject positions. These varied in each text, reflecting their 
differing contexts. The stated function of HiaH was to be za resource for people 
bereaved by suicide and other sudden, traumatic death', to be used by healthcare 
staff, bereaved family members and their friends. It is positioned as a guide, with 
frequent explanation and sign-posting. In HiaH each interpretative repertoire is 
used to emphasise the difference between family members and healthcare staff, a 
device Gergen (1990) has previously described as working to position only 
healthcare staff as able to understand mental illness. In HiaH the differences 
between healthcare staff and others puts the author, a representative of the NHS, 
in the powerful position of mediator and middle-man, a facilitator of dialogue 
between two different groups and an expert in both domains. This can be seen in 
the differing content and vocabulary used when addressing the two groups, giving 
direction on how each should communicate with the other, and voicing the 
possibility that each may blame the other.
Alternatively in SPT it is proposed that the author uses each interpretative 
repertoire to speak from a position of evaluator. Healthcare staff are positioned 
as administrators of a medicalised treatment with responsibility for 'fixing' people 
unable to care for themselves, and are scrutinised intensely. The detailed 
Standards healthcare staff are given means that the work staff do can potentially 
be monitored closely, and it is the author who is positioned as doing the
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monitoring. This draws on the idea of institutional discourse being used as a 
'medical gaze' that has traditionally been understood as a way to objectify people 
who use services (e.g. Powell, 2009), but is increasing applicable to healthcare 
staff too (e.g. Stevenson & Cutcliffe, 2006). In this way the author, a 
representative of the NHS, must be seen and felt to be holding services to 
account.
NHWMH is acting in a political, rather than a clinical context. As such managing 
issues of stake is a particularly sensitive issue for the authors, explicitly identified 
spokesmen of the Coalition Government. Here the author could be seen as using 
the four interpretative repertoires to build a critique of existing services and to 
justify changes. The author used multiple ways to achieve this, for instance by 
constructing change as for the benefit of people who use services, drawing on 
self-sufficient arguments, and locating the drive for change as coming from 
others. These, alongside a complex language structure, can be seen to be 
protecting the author from criticism. Thus in this text, clinical and political 
contexts can be seen as working together.
To Consistently Identify Suicide as a Mental Health Services Issue
It is proposed that the authors consistently use the interpretative repertoires to 
position services and healthcare staff as responsible for suicide. In HiaH the 
author uses the interpretative repertoires to position healthcare staff as experts 
and benevolent helpers who have the knowledge and ability to manage suicide. 
However much suicide is formulated as an understandable extension of 'normal' 
emotion, nonetheless people are exhorted to seek help when feeling suicidal. By 
building up a rich emotional discourse, the author seems to be implying that help 
involves talking therapies and emotional engagement, which does not feature as 
prominently in the other texts. This again highlights the difference between how 
suicide is constructed for lay people and how it is constructed for healthcare staff.
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In SPT the author uses the interpretative repertoires to construct suicidal people 
as unable to care for themselves, control themselves or make decisions; and 
healthcare staff as the people able to do this for them, by following a precise set 
of instructions. The author's position of evaluator, discussed above, works to 
position suicide as a risk for services as well as the suicidal people. Suicide is 
something which can and should be stopped. The positioning of staff as able to 
stop suicide, the lack of agency which accompanies suicidal feelings and the acute 
nature of suicide can all be seen to justify a 'reactive' model of responsibility for 
suicide, whereby services are provided for people once they become suicidal. This 
can be juxtaposed with the 'proactive' model presented in the NHWMH text, in 
which it is argued services should be provided in order to prevent people 
becoming suicidal.
Whilst the SPT and HiaH texts address how staff are held accountable to a wider 
audience (for example 'the board'), both could be seen as locating responsibility 
at an individual healthcare staff level, and whether healthcare staff could have 
prevented a suicide is constructed as a valid question to investigate. Thus services 
are underpinned by a construction of suicide as something which could and 
should be stopped. Because staff are given a mechanised blueprint of how to 'fix' 
or prevent suicide, it becomes their responsibility.
The author of NHWMH positions accountability at a much higher level, with 
commissioners, rather than individual clinician responsibility which perhaps mean 
more ambiguous lines of accountability. The implication that suicidal people are 
able to choose not to kill themselves and their choice may depend on the extent 
to which mental health services harm or help them suggests there is an 
underpinning construction of suicide as the responsibility of services. Indeed, 
although the aims of the text are focused on improving mental well-being and 
changing the culture of services, outcome measures still centre on suicide rates.
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The author of NHWMH is saved from having to detail what services should do to 
prevent suicide by deferring to the as-yet unpublished Suicide Prevention 
Strategy13.
In this results section both the individual interpretative repertoires and the 
ways they work together construct suicide as something which can and should 
be stopped, and this is the responsibility of mental health services.
13 It may be interesting to note that this document, which the researcher had hoped to 
analyse as part of this research project, was due to be published in 2010 and whose 
publication has been delayed on several occasions.
DISCUSSION
In this section an overview of the interpretative repertoires are presented and 
their 'usefulness' considered. The research project is then evaluated.
Overview of Findings
This study set out to answer 'how is suicide constructed in NHS policy and 
guidance documents?'. This analysis found that suicide is constructed as 
something which can and should be stopped, and that mental health services are 
responsible for this. In this way, the institutional power of the NHS was 
(re)produced by the language used in these texts.
The objectives were to present an account of the interpretative repertoires used 
in the construction of suicide within a range of policy and guidance published 
within the NHS and to consider what actions are achieved through the 
constructions found, including subject positions made (un)available. The four 
interpretative repertoires presented were Professionalising Suicide, Medicalising 
Suicide, Suicide as Losing Agency, and Negotiating Shame, Blame and 
Responsibility. A summary of the discursive practices and resources which these 
interpretative repertoires make available is presented below.
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1. The meaning of suicide was negotiated by flexibly drawing on the 
interpretative repertoire of 'Suicide as Losing Agency*. Suicidal people were 
constructed as not being able to make 'rational' decisions by positioning them 
as irrational, dangerous and vulnerable. This had implications for the ability of 
suicidal people to make choices about their care, and the degree to which 
staff were expected to 'hold' agency for them. An alternative discourse in 
NHWMH was that suicidal people are able to make informed decisions, 
although this could also be seen to be subsequently undermined. The 
construction of suicide as impaired thinking can be seen in cognitive theories 
(e.g. Ellis & Rutherford, 2008). Interestingly the newest of these models (e.g. 
Joiner & Van Orden, 2008) assert the importance of the therapeutic 
relationship. However, in the texts analyzed, attention to developing 
supportive and compassionate relationships is absent.
2. Consistent with the increasing number of professional guidelines and books 
on suicide (e.g. Hawton & Van Heeringen, 2000), the 'Professionalizing 
Suicide' interpretative repertoire was used to construct suicide as a 
professional matter, the business of services. This was achieved by 
constructing healthcare staff as experts, different from people who are 
suicidal and their families. Suicide was constructed as the responsibility of 
healthcare staff, for instance by physically preventing or preempting suicide. 
In addition, the texts draw on 'other' methods, obliquely referred to, for 
instance in the NHWMH text details of suicide prevention are alluded to but 
deferred to an unpublished policy. Relational aspects of support were again 
not present. Marsh (2010) suggests that the construction of suicide as 
understandable to 'experts' only stems from the 'continual reproduction of 
suicide as primarily a question of individual, internal, unseen psychology' 
(p.71). Parallels with this can be seen in this analysis.
3. A 'Medicalising Suicide' interpretative repertoire was also consistently used 
in the three texts to construct suicidal people as those whose emotions had 
become infected, as people who have an acute illness and so should be
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'treated', and as victims of a preventable public health concern. This 
interpretative repertoire justified healthcare staff having a high level of 
control over suicidal people and the environment. A similar interpretative 
repertoire was also found by Marsh (2010), who reported constructing suicide 
as a pathology served to reinforce the expertise of healthcare staff, construct 
suicidal people as 'objects of knowledge' and reproduce discourses of suicide 
as dangerous.
4. Lastly, an interpretative repertoire of 'Negotiating Shame, Blame and 
Responsibility' was constructed as a collection of rhetorical discourses in 
which the authors worked to allocate blame and negotiate who should or 
should not be held responsible. The ways in which family members, 
healthcare staff, services, commissioners and the Government were all 
variously constructed as potentially responsible was explored. For each there 
was the possibility of being unfairly blamed, being justifiably blamed, being 
exonerated of blame, being at risk of being blamed and being defended by the 
author. These complex subject positions were constructed as both binary (you 
are to blame or not) and also as ambiguous with the potential to hold more 
than one position at a time. The complexities of negotiating responsibility and 
blame can also be seen in other research (e.g. Robertson et al., 2010), and 
might explain research showing that healthcare staff are adversely affected by 
patients dying by suicide (e.g. Coverdale & Roberts, 2007).
As well exploring individual interpretative repertoires, how they work together 
was also discussed. Having a diverse range of discursive resources available meant 
the authors were able to construct different accounts of suicide depending on 
context, which could be seen to be doing several things; rigorously controlling 
how services run; defending and justifying decisions to change service delivery; 
managing who is 'responsible' for suicide; and negotiating holding-to-account. All 
potentially have implications for how healthcare staff, users of services and family 
members think, feel and act.
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Across these three texts, suicide is positioned as preventable, and staff are 
presented as by-and-large having the tools to 'fix' it. In this way, the rightness of 
services being responsible for suicide is produced and reproduced throughout the 
texts. This is despite the ambiguity of suicide prevention, as presented in the 
introduction. Additionally, across each text the interpretative repertoires could 
been as constructing suicide as a mental illness, at the expense of other ways of 
understanding suicide.
Linking fixed ways of seeing suicide with fixed, mechanised ways of 'treating' 
suicide may help explain the absence of relational support in the texts, 
particularly in the SPT text. Relational aspects of support which might be 
considered as less certain, harder to mechanise and measure, correspond to a 
more fluid understanding of why people might be feeling suicidal. By privileging 
what is measurable, be it suicide rates or hours of observation, experiential 
factors such as distress, compassion, pain and warmth are neglected. Services are 
judged simply on whether they do or do not stop people killing themselves.
Overall, the three NHS texts can be seen to be working to create a powerful 
authorial voice of expertise and authority. A consistent message that suicide is 
something which can and should be stopped, and that services are responsible 
for this, can be seen. People who use services and healthcare staff have subject 
positions shaped by this discourse, which must be conformed to. In this way, 
these interpretative repertoires (re)produce the institutional power of the NHS.
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Usefulness of Findings
DA researchers have been wary about using their research to recommend 
changes. Willig (1999) identifies three areas of concerns: ethical concerns that 
researchers should position themselves as experts and attempt to influence 
people's subjectivities; political concerns that DA privileges language over 
material and social factors, may blame individuals and may be '(ab)used' by 
interest groups regardless of the researchers intentions; and epistemological 
concerns surrounding the relative nature of truth will be undermined by claims 
that 'our' reality should be acted upon.
Despite these concerns DA research is utilized for a number of purposes. Willig 
(1999) identifies three ways of using DA research within psychology: (a) to 
challenge social practices that maintain oppression and exploitation, (b) to inform 
training programmes to equip people in understanding how language may be 
used to oppress them and ways they can resist this, and (c) to design 
interventions which 'facilitate empowerment through repositioning of the 
subject' (p.148). Further, Harper (1999) advocates applying DA research in terms 
of how it might be useful for different groups. This balances using research with 
not imposing what research findings 'mean'.
Within the concerns expressed by Willig (1999) and the practical limitations of this 
project, how this analysis might be useful to various groups is explored below. 
However, this is not to ignore the many factors which exist outside of language. 
Parker (2005) has described this as the 'material nature of oppression; the use of 
the 2007 Mental Health Act to detain suicidal people is one example.
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Usefulness for people who are suicidal and their families and friends
As discussed in the introduction, Foucault (1982) theorised that within 
institutional discourse there was the potential for alternative discourses that 
provide subject positions of resistance. One example of this could be to seize the 
discourse of healthcare staff as 'different' from people who are suicidal and their 
families in order to value the expertise of people who know someone who is or 
has been suicidal, arid people who have been or are currently suicidal. This can be 
seen in other areas of mental health where experts by experience offer a view of 
services and support based on their own experiences of having mental health 
problems or using mental health services (e.g. May et al., 2003; Campbell, 2005). 
Similarly the discourse of proactive models of suicide prevention and the 'quality 
agenda' potentially create opportunities for people with experience of suicide to 
contribute their thoughts and ideas service delivery, design and evaluation. 
Therefore sharing these findings may be of use to service user-led research 
projects and advocacy/campaigning groups, in terms of informing their 
campaigning and training.
It may also be useful to challenge the divisions between healthcare staff, people 
who are suicidal, and the families of people who are suicidal by building 
discourses that do not emphasise the differences between them. For instance 
that lots of people have suicidal thoughts; that suicidal people can 'recover'; and 
suicide can be understandable. Other ways in which these divisions might be 
usefully challenged are working jointly together, for instance via research, 
evaluations of services, projects to develop new treatments and joint training. Co­
production of Health initiatives (e.g. Boyle & Harris, 2009) provide a possible 
model for this. It is hoped these ideas will be shared through conversations with 
managers and other healthcare staff, and a published article aimed at both 
healthcare staff and people who are or were suicidal.
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Mental Health Researchers
This project may be a useful starting point for several research projects. For 
instance:
• How healthcare staff, people with mental health problems and their families 
make meaning from guidance/policy?
• How do healthcare staff at all levels, people with mental health problems and 
their families communicate about suicide?
• How does the construction of suicide as an emotive topic, found here and 
elsewhere (e.g. Robertson et al., 2010), affect healthcare staff, services, 
people who use services and their families, both materially and discursively?
An article in a research journal may be an appropriate forum for sharing these 
ideas.
In addition this research project may be a useful starting point for services to 
evaluate how their policies and procedures affect healthcare staff and people who 
use services. Such context-specific research may be a useful way to explore how 
services can respond to particular needs and develop specific policy that supports 
staff and people who use services to feel the service is safe and supportive. As 
such these ideas will be fed back to local services within the local Mental Health 
Trusts. It may be useful to bear in mind that healthcare staff and people who use 
services may frequently be evaluated, and so it may be useful to engage staff and 
people who use services in the research process. Collaborative action research 
may be a useful method for this (Trivedi & Wykes, 2002).
Clinical Psychologists and other Mental Healthcare Staff
As was noted in the results section of this report and elsewhere (e.g. Cutcluffe & 
Stevenson, 2008a) an emphasis on environment and aspects of physical safety 
come at the expense of providing emotional support. As Cutcliffe and Stevenson 
(2007) put it, it may be beneficial for healthcare staff to move from a 'death- 
orientated position' to a 'life-orientated position' by 'reconnecting the person
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with humanity' (p.346). Clinical psychologists who are often 'boundary dwellers' 
in multidisciplinary teams (A Vetere, personal communication, 8 July 2011) may 
be well-placed to support staff to reflect on their current practice with suicidal 
people. In order to support healthcare staff in placing a greater emphasis on 
developing relationships it may be helpful to support colleagues to recognise the 
contextual nature of suicide, drawing on alternative discourses to a medical 
explanation. It may also be useful to think about how to value and evaluate 
relational as well as physical aspects of care. Similarly it might be useful to think 
with colleagues about how policy and guidance enables or hinders the risks they 
are willing or able to take. It could be helpful to offer to support service managers, 
staff teams and people who use services to consider how they could use policies 
to better support staff, for instance by adopting a positive risk-taking approach 
(e.g. Morgan, 2010). It might be useful to consider what training clinical 
psychologists might need for this, and indeed what training all healthcare staff 
may find useful.
In addition it might be useful to consider interventions which facilitate people 
who use services' negotiating their own meanings of suicide and how these can be 
shared. For instance ACT might be useful for exploring the meaning of suicide and 
normalising distress (Hayes, 2004).
It may also be useful for clinical psychologists to draw inspiration from community 
psychology (e.g. Orford, 1992) and critical psychology (e.g. Small, 2005) in order to 
develop discursive resources which challenge pathologising models of mental 
health and mental health services and developing alternative subject positions. 
One way of sharing these ideas may be to publish an article in a journal accessible 
to clinicians, such as the Clinical Psychology Forum.
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Evaluation
DA researchers and social constructionists consistently highlight the subjective 
nature of research, and this project is no different. There is a danger that these 
assumptions lead to 'blindspots' in analyses; Antaki et al. (2003) describe this as 
under-analysis through taking sides. In this project there can be seen an uncritical 
positing of relational aspects of care as both neglected and preferable. This can be 
seen in how the texts are analysed (e.g. discussion of extract nineteen), the 
findings foregrounded in this discussion section and the suggested uses of the 
research.
Unlike the other texts, NHWMH does not focus exclusively on suicide. As such the 
ways the text constructed mental health and risk was to a certain degree 
generalised to include suicide. The equating of risk with suicide highlights a 
process explored by Rose (1996) in which risk is one example of how psy- 
disciplines are increasingly adopting the 'advanced liberal' strategies of 
government. In this way 'problems previously understood in other ways are 
recoded in the language of risk' (p.13). As well as demonstrating how the culture a 
researcher is grounded in can lead to an uncritical reading, it also highlighted how 
the researcher's a priori desire to include a particular text14 perhaps meant that 
recency was achieved at the expense of relevance.
This project attempted to balance a discursive psychology approach, exploring the 
performative aspects of language within the immediate context of the texts, with 
a FDA approach, exploring the resources and subjectivities made (un)available in 
the texts. It was hoped this dual focus would attend to both the 'local' and 
broader contexts of what constructions of suicide might mean for healthcare staff 
and suicidal people who use services. Whilst this approach to DA has been 
criticised as trying to synthesise two theoretically different approaches (Willig, 
2001), it is hoped that the analysis gave a useful insight into this important area of
14 In this case chosen to explore how suicide was languaged by the Coalition Government
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research. What this project did not focus on was the historical ways in which 
suicide has been constructed. This may have meant a neglect of the contextual 
aspects of how suicide is and has been constructed in the NHS.
It could be argued that this research project does not go far enough in attending 
to 'the materiality of power' (Parker & Burman, 1993, p.158). That is, 
understanding how power is applied on a structural level as well as through 
discourse. Whilst DA was a useful methodology for understanding constructions 
of suicide within the NHS documents analysed, it did not illuminate how these 
constructions are performed in clinical practice. It may be useful for further 
research to  consider how clinicians, researchers, people who use services and 
carers construe NHS discourses of suicide and their understanding of the impact 
on practice.
In this report each text was explored for each interpretative repertoire. This had 
the advantages of clearly showing how each interpretative repertoire was used by 
each author, and the analysis was demonstrably grounded in the text. However, 
an analysis which did not prioritise this thoroughness may have given a richer, 
deeper level of interpretation. A further challenge was to balance a convincing 
presentation of the findings without closing down other possible readings 
(Stenner, 1993). Similarly, the desire to present a coherent critique of the ta ken- 
for-granted assumptions in the texts can sometimes be seen as implying a 
personal criticism of the author (Harper, 2006). Skating the thin line between 
looking at the function of language, whilst not assuming that the author has a 
particular intent, adds further complexity. However by staying close to the text, 
looking for exceptions and a slow, careful reading these pitfalls were hopefully 
minimised.
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Conclusions
This project found that a number of interpretative repertoires were used to 
variously construct suicide, which served a range of purposes and constructed a 
range of subject positions. Despite the ambiguity of research findings, as evident 
from the literature presented in the introduction, in the texts analysed there was 
a consistent construction of suicide as something which can and should be 
stopped. Further, the authors constructed mental health services as responsible 
for suicide. As such, the authority and power of the NHS was (re)produced in 
these texts. The inclusion of the NHWMH text gives an insight into how this 
responsibility might be reconceptualised in the near future, as proactive rather 
than reactive.
Consistent with a DA e piste mo logy, this research is offered as a subjective reading 
of the texts, one interpretation of many. Ways in which the findings might be 
useful was attended to, based around the idea of creating more flexible subject 
positions, increasing the relational aspects of support and supporting services to 
develop policies which enable this.
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The following is an explanation of some of the official procedures that 
may take place after someone dies and a guide to the practical matters 
that have to be dealt with,
Brequests and 
investigations
In England and Wales, all 
unexpected deaths (such as 
possible suicides, accidents or 
homicides) must be investigated. 
The death will be reported to the 
local coroner, who will usually 
hold an inquest.
After someone dies, their body is 
taken to a mortuary. Someone 
(usually the next of kin) will be 
asked by the police or the coroner's 
officer to identify the person and 
sign a statement to confirm their 
identity. This can be a difficult thing 
to do, so consider asking a friend 
or relative to go with you.
Although this may not happen 
immediately, the police or the 
coroner's officer will take 
statements from people who can 
help with the investigation, such 
as family, friends, the person 
or people who found the body 
and any witnesses to the death. 
You can ask for a copy of the 
statements you make, in case you 
want to refer to them at the time 
of the inquest, although because 
they are legal documents this is 
not always possible.
It might be necessary to take 
photographs of the location where 
the body was found. If a message 
such as a note or tape recording 
was left, the police will need to 
take it as evidence. Some coroners 
will let you have a copy, although 
you have no legal right to keep the 
note. You can ask for the original 
to be returned after the inquest if 
it was addressed to you.
It might be useful to make a note 
of the names of the police officers 
or coroner's officers you come into 
contact with and to ask for receipts 
for anything they take away.
What does the 
coroner do?
The coroner is an independent, 
judicial officer appointed by the 
local authority to investigate 
sudden, unnatural and violent 
deaths. Most coroners are lawyers, 
though some are doctors; very 
occasionally they are both legally 
and medically qualified.
The coroner's job is to find out 
who has died and how, when and 
where they died. The coroner 
does this by holding an inquest 
and reaching a verdict on the 
cause of death. Coroners are 
helped by coroner's officers (who 
are sometimes former police 
officers), and in some parts of the 
country, the coroner is assisted by 
the police and clerical staff.
The post-mortem
The coroner will usually arrange 
for an examination of the body 
by a pathologist, to try to find 
out the exact cause of death. The 
examination may include further 
special tests such as testing for 
drugs in a person's body.
You can ask to have a copy of 
the post-mortem report; however, 
they are usually written in a 
very factual, impersonal way 
and may include details that 
you will find upsetting.
Sometimes material from the 
body which could help identify 
the dead person or the cause of 
death needs to be kept for a 
while. If so, the coroner will tell 
a 'properly interested person' 
(usually the next of kin) that the 
material is being kept, and give 
them a choice of what should 
happen to the material when it 
is no longer needed.
What does the 
coroner's officer do?
The coroner's officer will usually 
be the person with whom you 
have most contact. They should 
explain what will happen at the 
inquest and try to answer any 
questions you may have. They 
make sure that all the evidence is 
available for the coroner before 
the inquest takes place. They may 
also take statements and obtain 
reports for the coroner.
What is an inquest?
An inquest is a public, legal 
inquiry to find out the facts about 
the death and deliver a verdict on 
the cause of death. It is not a trial 
and is not intended to blame 
anyone. It is usually held in a 
courtroom, which some people 
find intimidating. You could ask 
the coroner's officer to arrange 
for you to visit the courtroom 
beforehand and explain what 
to expect.
Help is at Hand
Could it have been 
prevented?
Reliving what could have been 
done to save someone from 
suicide is a common experience 
of people bereaved in this way. 
Everything can seem painfully 
obvious in retrospect, and the 
'what ifs?' may seem endless: 
"What if I had picked up on that 
warning comment or sign?" or 
"What if I had not been away 
that weekend?"
It may help you to remember that 
the changes in behaviour that lead 
to suicide can be very gradual. It is 
very difficult to see when a person 
gets to the point where they want 
to take their own life, and even 
mental health professionals find it 
hard to know when a person is 
particularly at risk. Once a person 
has decided to take their life, they 
can go to great lengths to cover 
up their plans.
Feelings of guilt
When someone dies by suicide, 
their family and friends may suffer 
from intense feelings of guilt, 
self-blame and self-questioning.
Following her brother's death, 
one woman describes her terrible 
feelings of guilt:
"Not one day has passed that 
I haven't asked myself -  why?
-  and haven't experienced the 
tidal waves o f guilt that seem 
to drag me under deeper and 
deeper. I agonised over 
whether we as a family could 
have done something that 
might have made him want to 
stay with us. Why did we say 
all those terrible things to each 
other while we were growing 
up and even worse, why didn't 
I say all the things to him that I 
now wish I could?"
It may help to talk about your 
feelings with someone you trust 
to get a realistic perspective on 
them, but if you don't want to 
share your feelings, try not to 
blame yourself. You could make a 
list of the things you did do to 
help the dead person. Try to 
remember that you could not 
predict the future and that 
nobody is responsible for the 
actions of another person. No one 
is perfect, and the reasons for 
suicide are seldom simple. Try to 
forgive yourself if there are things 
you said or did which you now 
regret. If your feelings of guilt 
persist, you might find it helpful 
to discuss them in a support 
group or with a counsellor.
How do I tell 
other people about 
the death?
It is sometimes difficult to talk 
openly about suicide, but trying 
to keep the facts a secret will only 
add to your stress in the long term. 
If you don't want to talk about 
the details, you could say: "They 
took their own life, but I can't 
talk about it now." Suggestions 
of what to tell children is in the 
section on 'Bereaved people with 
particular needs'.
Rejection and 
abandonment
It is common to feel abandoned 
and rejected by someone who 
has killed themselves. One woman 
whose brother took his life recalled:
7 was upset that he hadn't 
come to talk to us. I think we 
all went through anger at 
some point. You think: 'How 
could you do this to us?"'
Sometimes this sense of rejection 
leads to feelings of inadequacy and 
causes the bereaved person to cut 
themselves off from people who 
could help them because they feel 
worthless or fear further rejection. 
These are common experiences.
It is possible that the person who 
died was so concerned with their 
own problems that they couldn't 
think about other people, or may 
have thought that others would be 
better off without them.
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When someone is bereaved by suicide or other sudden, traumatic death, 
friends, work colleagues and teachers often want to help but aren't sure 
of the best way to go about it,
Here some suggestions are 
offered as to how friends can 
help and what work colleagues 
and teachers can do when the 
bereaved person returns to work, 
school or college.
You may want to copy the section 
on 'How friends can help' and 
give it to your friends to read.
How friends 
can help
Bereaved people go through 
many intense emotions, and grief 
can be overwhelming. Your 
bereaved friend may cry, shout, 
be angry, anxious, irritable or bad- 
tempered or, alternatively, be silent 
and withdrawn. Be patient and 
understanding and allow them to 
express their grief in their own way. 
They may feel ashamed and isolated 
because o f the social stigma that 
sometimes surrounds suicide. You 
can help by being there and 
letting them know that you w on 't 
abandon them. Ask your friend 
what you could do 
to help.
Make contact as soon as you hear 
o f the death, but telephone first 
as some people might not want 
visitors straight away. If so, you 
could send a card or flowers and 
telephone again in a few days' 
time, as it's important that the 
family know that you care.
What should I say?
You may feel worried or 
embarrassed about talking about 
the death, but it's better to say 
"I don't know what to say" than 
to avoid the bereaved person. Say 
"I'm  sorry" as soon as possible, 
as it will be more difficult if you 
leave it a long time. How your 
friend responds will give you an 
idea of their needs at this time -  
if they quickly change the subject 
they may not want to talk, but if 
they do, this will give them the 
opportunity. If you aren't sure, ask.
Share the things you remember 
about the dead person and what 
they meant to  you. It is upsetting 
if people avoid talking about the 
person who has died, as this 
seems to deny their existence and 
their importance in your friend's 
life. Using the dead person's 
name can be a comfort.
Don't ask too much about the 
details o f the death; let your friend 
give you as much information as 
they feel comfortable with. 
Sometimes there will be uncertainty 
about whether the death was a 
suicide or not (especially if the 
coroner gives an ’open' verdict). 
Avoid making assumptions. Also 
be careful o f the language you use: 
for example, some people find 
the term ’committed suicide' 
particularly distressing as this term is 
still associated with suicide being a 
criminal act. Don't bejudgemental, 
and avoid giving reasons for the 
death. It is not helpful to  say 
’’ I know how you feel". It's better 
to ask how your friend is feeling 
and what you can do to help.
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Overview and instructions
Set out in this first section are details of how to use the 
toolkit, including an explanation of the assessment tools 
and the use of case note review, and an example completed 
audit form and checklist. The eight standards are then 
set out, and a list of useful resources. All the documents 
required to use this toolkit are available to download from 
www.nrls.npsa.nhs.uk/preventingsuicide
THE STANDARDS
The eight updated standards contained in the toolkit reflect changes in practice that have occurred 
in mental health in the last six years. The standards are organised to look at the process of admission 
through to discharge of a working age adult from the ward environment. Accompanying these standards 
are detailed audit procedures which will help you measure your current practice and identify areas for 
improvement.
It is necessary to read through each of the standards prior to commencing the Ward Manager Checklist 
or the General Audit Tool, in order to provide you with a more detailed context for each standard criteria.
ASSESSMENT
The toolkit has two levels of assessment. It is recommended that the Ward Manager Checklist is 
undertaken on a monthly basis and that the General Audit Tool is undertaken on an annual basis.
It is recommended that organisations print the performance summary worksheet (radar diagram and 
performance dashboard -  see figures 2 and 3) to provide both frontline staff and the board with regular 
feedback on the level of care. However, if your trust has a well-functioning method of updating both 
the frontline staff and the board on such clinical matters there is no need to adopt a new practice.
General Audit Tool
The General Audit Tool provides inpatient mental health service providers w ith an annual method of 
tracking and measuring the level of care provided to patients at risk of suicide or self-harm. It provides 
a comprehensive view of the level of adherence to the suicide prevention standards contained in the 
updated toolkit and combines a review of trust policy, environmental and patient risk assessments, and 
the review of a small sample of patient records. It is recommended that the General Audit Tool is used 
on an annual basis.
The General Audit Tool contains a radar diagram and performance dashboard that are automatically 
generated after completing responses to each of the questions; audit questions relevant to each of the 
eight standards; and an action plan that lists all actions that have not reached 100 per cent compliance 
in the sample of inpatient case notes reviewed.
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Ward Manager Checklist
The Ward Manager Checklist can be quickly and easily used in each ward. It allows ward managers to 
review the level of care on a monthly basis.
The checklist provides mental health wards w ith an up-to-date method for measuring and tracking the 
patient experience. The checklist compares practice against agreed standards. A radar diagram and 
dashboard give a pictorial easy-reference display of performance.
Figure 1 -  Ward Manager Checklist (example of completed checklist)
Please state Yes', 'No', or ’Not applicable' in each o f the following boxes. If your ansvseris 'Not applicable’please state why in the comments section.
u m i i i i im n
PATIENT RECORDS 1 2 | 3 4 5
i f 1.1
Was the care plan filed with the case notes/electronic 
records? Yes Yes Yes Yesn 1.2 Has a risk assessment been undertaken and included with the case notes/electronic records? Yes Yes Yes Yes
2.1 Does care plan reflect that patient is allocated to 1
Yes
i
2.2 Has the care plan/risk assessment been shared with the multi-disciplinary team? no no
i 2.3 Prior to discharge, has the team carried out a jointCPA review? Yes Yes Yes Yes Not applicable Patient 5 committed suicide prior to a joint CPA review being started
a 2.4 Does the joint CPA review include a risk assessment?
Yes Not applicable Not applicable Not applicable Not applicable
Is there evidence that the patient was involved in this
assessment? no Not applicable Not applicable Not applicable Not applicable
Is the patient under increased observation and
engagement? ^ a p p l ic a b le Not applicable Not applicable Not applicable Not applicable None of our patients were under increased observation and engagement
1 3.2
If the patient was allowed leave from the ward, was a 
recent risk assessment undertaken? Yes Yes Yes
1 3.3 At times of increased risk does the care plan reflect increased observation? Yes No Yte Yes No
s
1 3.4
Is there any discrepancy between the patient record 
and prevailing national guidelines (NICE clinical 
guideline 25) on observation? Yes
.
Yes No
1
Have changes in the patint's mood been recorded in 
the care plan? Yes No
Did the patient attend a daily therapeutic/activity 
programme? Yes No
Figure 2 -  Radar diagram (example of completed General Audit Tool)
Standard 1
80% Key
70%
Standard 1 Appropriate level o f care
Standard 2 Inpatient suicide prevention
Standard 3 Post-discharge prevention 
of suicide
Standard 4 Family or carer contact 
Standard 5 Appropriate medication 
Standard 6 Co-morbidity/dual diagnosis 
Standard 7 Post-incident review 
Standard 8 Training of staff
60%Standard 8 Standard 2
50%
40%
30%
20%
10%
Standard 7 Standard 3o%
Standard 6 Standard 4
Standard 5
Compliance w ith Standard (%)
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STANDARD 3 POST-DISCHARGE PREVENTION OF SUICIDE
1. Prior to discharge, inpatient 
and community teams should 
carry out a jo in t CPA case 
review.
1. The fo llow ing should be completed as part o f the jo in t CPA case review:
a. Check that the jo in t CPA review and up-to-date risk assessment (including 
input from inpatient and community staff) are w ith  the inpatient notes/ 
electronic record*. When the patient lacks capacity, the team has the authority 
to act in the patient's best interest.
b. The discharge care plan should specify arrangements fo r promoting 
compliance/engagement w ith  treatment.
c. Ensure assertive outreach teams have been established to  prevent loss of 
contact w ith  vulnerable and high-risk patients.
d. If assertive outreach teams have not been established, identify w hat plans 
there are to do so or w ho undertakes this task.
e. Discharge planning should include contributions from significant others. If a 
patient does not consent to  family/carers/significant others contributing, it is 
imperative tha t staff are aware that, in certain circumstances, they can legally 
ascertain this information through the MDT where there are concerns o f severe 
harm to  the patient or others.
f. Check that the care plan documents that family/carers have received 
inform ation on how to  help patients engage w ith  treatm ent plans.
g. Check that the jo in t CPA review includes a risk assessment o f the patient and 
evidence that the patient was involved in this process.
2. Care plans take into account 
the heightened risk o f suicide 
in the first three months after 
discharge and make specific 
reference to a fo llow  up 
w ith in the first 48 hours.
2. Checking the fo llow ing will help to  ensure staff have addressed the heightened 
risk o f suicide patients experience post-discharge:
a. An agreed member of staff should establish that the patient has a discharge 
plan or leave that was planned w ith  the patient's involvement. Even if consent 
is not given, carers should be involved if the MDT believes their involvement 
outweighs the confidentiality shared w ith  the patient**.
b. Check that the care plan includes actions related to  heightened risk in the first 
three months after discharge, w ith  the patient and carers' involvement, where 
appropriate.
3. Patients who have been at 
high risk o f suicide during 
the period o f admission are 
supported by telephone 
contact w ith  ward staff or an 
identified alternative when 
on leave or discharge. They 
should also have a 'return to 
the ward' plan identified in 
their care plan.
3. Check that the discharge care plan indicates whether problems w ith  compliance/ 
engagement are anticipated and w hat actions*** are to be taken.
* This should include a list o f inpatient staff, com m unity staff and carers w ho  attended the review.
“  The MDT should look at their trust's policy on fam ily and carer involvement as well as the General Medical Council’s docum ent on C onfidentiality.6
“ * For example, visiting or interviewing the patient, adjusting prescribed medication, carer/family involvement (only if consent is given), psychological 
intervention, blood levels analysis etc.
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INTRODUCTION
1 This document is being published alongside 
No Health Without Mental Health: A cross­
government mental health outcomes 
strategy for people o f all ages, which 
outlines the Coalition Government's overall 
approach to improving mental health 
outcomes. It describes the Government's key 
pledges and how its public sector reforms 
and commitment to a Big Society will 
transform public mental health and 
mental health services.
2 The Government's overall aims are to:
® improve the mental health and wellbeing 
of the population and keep people well; 
and
• improve outcomes for people with mental 
health problems through high-quality 
services that are equally accessible to all.
3 The Government has worked with a wide 
range of partner organisations, including 
user and carer groups, service providers 
and local government, to agree six shared 
objectives to improve mental health outcomes.
4 This document explains in detail each shared 
objective, how it will improve mental health 
outcomes, effective interventions that we 
know work, and the underpinning evidence 
base for these.
5 The six shared objectives are as follows:
(i) More people* will have good 
mental health
More people of all ages and 
backgrounds will have better 
wellbeing and good mental health.
Fewer people will develop mental 
health problems -  by starting well, 
developing well, working well, 
living well and ageing well.
(ii) More people with mental health 
problems will recover
More people who develop mental 
health problems will have a good 
quality of life -  greater ability to 
manage their own lives, stronger 
social relationships, a greater sense 
of purpose, the skills they need 
for living and working, improved 
chances in education, better 
employment rates, and a suitable 
and stable place to live.
(iii) More people with mental 
health problems will have good 
physical health
Fewer people with mental health 
problems will die prematurely, and 
more people with physical ill health 
will have better mental health.
* Throughout this document we will use the word people to mean individuals of all ages: infants, children, young people, working-age adults and 
older people.
OBJECTIVE (v): FEWER PEOPLE WILL SUFFER 
AVOIDABLE HARM
People receiving care and support should have 
confidence that the services they use are o f the 
highest quality and at least as safe as any other 
public service.
5.1 The Government wants to achieve the 
following:
• fewer people will suffer avoidable 
harm from the care and support 
services they receive;
© fewer people will suffer avoidable 
harm from themselves;
© fewer people will suffer harm from 
people with mental health problems; 
and
© improvement in safeguarding of 
adults, children and young people.
Fewer people will suffer avoidable harm 
from the care and support services they receive
5.2 People using mental health services 
should have confidence that the services 
they use are of high quality and as safe 
as any services in the world. People 
should understand the risks of their 
conditions, and the risks associated with 
treatments and approaches. They should 
expect to receive care when they need it, 
without risk of additional harm or injury.
5.3 A particular issue of concern has been 
safety and dignity in inpatient care, 
including in secure environments. There 
are a number of initiatives, such as the 
Acute Care Declaration,181 which will 
continue to improve the quality and 
safety of the inpatient environment.
5.4 Mental health services, particularly in 
the NHS, must be alert to safeguarding 
concerns and must ensure that policies 
and procedures of the local adult 
safeguarding board are followed as 
well as internal procedures for serious 
untoward incidents.
5.5 Three principles have been identified 
in the NHS Outcomes Framework that 
are applicable across all mental health 
services:
© protecting people from further harm;
© an honest and open culture that 
promotes the reporting of incidents; 
and
© learning from mistakes -  making 
tangible changes to improve safety.
5.6 The NHS Outcomes Framework has 
proposed an overarching indicator 
and data source that can be used for 
mental health and other care services.
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Consideration is also being given to 
whether further safety measures in these 
areas should be developed.
5.7 Local systems can do a great deal to 
ensure that identification of risks occurs 
effectively and quickly and that the 
local culture and systems support rapid 
learning and dissemination across
all areas.
Fewer people will suffer avoidable harm 
from themselves
5.8 A number of factors may increase the 
likelihood of someone taking their own 
life. These include having a mental 
health, alcohol or drug misuse problem, 
social isolation and having a physically 
disabling or painful illness. A new cross­
government suicide prevention strategy 
will be published shortly.
5.9 Young people may use self-harm as a 
form of coping with difficult feelings 
or thoughts, to relieve tension, or to 
punish themselves. An episode of self- 
harm is often triggered by an argument 
or another upset, but often also reflects 
more complex situations and can be 
associated with low mood, bullying, low 
self-esteem, and worries about sexual 
orientation. Depressive disorder or other 
problems may underlie the self-harm.
5.10 Suicidal acts in older people are likely 
to be planned in advance, rather than 
a spontaneous act, and are more likely 
to be successful than if committed by 
a younger person. All suicidal threats
or attempts by older people should be 
taken seriously.
5.11 Self-harm should be seen as a call for 
help -  everyone who has taken an 
overdose, tried to kill themselves or
is considered at high risk of suicide 
or serious self-harm needs an urgent 
assessment of risk and support needs 
by an appropriately trained professional, 
as soon as possible. Risk management 
is a dynamic process. The treatment of 
self-harm should be according to the 
National Institute for Health and Clinical 
Excellence (NICE) guidelines (2004)182 
and the Department of Health guidance 
on risk management.183
Fewer people will suffer harm from people 
with mental health problems
5.12 The vast majority of people with mental 
health problems pose no danger to 
themselves or anyone else. Those with 
severe mental illness are more likely
to be the victims of violence than its 
perpetrators.184 In a few cases, a person's 
mental disorder does raise the risk of 
them harming someone else. This raised 
risk is mainly due to people with serious 
antisocial personality disorder, substance 
dependence and/or hazardous drinking. 
However, there are 35-40 homicide 
convictions per year among people 
with schizophrenia. This is about 6% of 
all homicides. The risk in people with 
schizophrenia is partly due to related 
substance misuse.185 In considering risks, 
mental health services need to consider 
risks to others as well as risks to self.
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